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INTRODUCTION 

The  object  of  the  present  report  is  to  describe  the  methods  and  amounts  of 
medical  remuneration  in  France.  In  view  of  the  preponderant  position  of  priv- 
ate medicine  in  health-care  distribution,  the  report  deals  basically  with 
doctors  from  the  private  sector. 

The  report  is  set  out  in  four  chapters: 

-  Chapter  1  outlines  the  system  of  health-care  distribution  in  France,  describ- 
ing, in  particular,  the  conditions  and  methods  of  reimbursement  by  the 
Health  Insurance  Organization,  medical-care  production  enterprises  and 
staff,  and  French  health-care  consumption. 

-  Chapter  2  concerns  the  production  of  medical  services.  The  chapter  deals 
with  medical  population  and  doctor/health-insurance  relations  with  respect 
to  remuneration. 

-  Chapter  3  gives  the  statistical  data  concerning  the  volume  and  value  of 
doctors'  activity:     number  and  type  of  acts,  turnover  and  income. 

-  Chapter  4  deals  with  the  question  of  doctors'  remuneration  within  the  frame- 
work of  the  debate  concerning  the  new  French  health  policy. 

The  information  presented  is  based  on  various  sources  of  statistics  which 
appeared  most  reliable  and  on  the  official  texts,  or  on  statements  involving 
the  responsibility  of  their  authors.  The  information  covers  a  fairly  wide 
range,  but  we  were  not  able  to  study  in  as  much  detail  as  we  would  have  liked 
the  structure  of  activity  by  type  of  act,  medical-practice  equipment,  and 
prescription  habits. 
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CHAPTER  1  - 


FEATURES  OF  THE  HEALTH  SYSTEM 


In  France,  health  policy  and  organization  of  the  medical  care  system  basically 
fall  within  the  competence  of  central  government.  However,  some  decisions  are 
made  at  the  regional  or  local  level. 


1.1  DISTRIBUTION  OF  SERVICES 

I. 1.1  General  organization  of  the  system 

Medical  services  are  distributed  by  individuals  and  enterprises  in  accordance 
with  the  following  rules. 

The  conditions  for  practising  the  medical  and  paramedical  professions  are 
governed  by  the  Public  Health  Code.  The  personnel  are  registered  with  the 
Ministry  of  Health,  which  exercises  its  supervisory  authority  to  protect  the 
public  health.  To  be  able  to  practise,  health  personnel  must  have  the  requi- 
site diplomas  and  be  enrolled  in  an  Order. 

All  health-care  establishments,  of  whatever  kind,  are  registered  with  the 
Ministry  of  Health,  which  gives  them  authorization  to  operate. 

Apart  from  these  general  principles,  there  are  more  specific  features  of  the 
French  system. 

-  A  characteristic  of  the  production  and  distribution  of  medical  services  and 
goods  is  the  coexistence  of  a  public  and  a  private  sector.  The  public 
sector  provides  most  hospital  care,  while  the  private  sector  provides  most 
ambulatory  care. 

-  Medical  acts  are  performed  either  in  private  practices,  outpatients'  clinics 
or  hospitals,  and  lab  tests  either  in  private  or  hospital  laboratories. 
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-  Pharmaceutical   products  other   than   those   intended   for  hospital   patients  are 
purchased  almost  exclusively^   in  private  chemist's  shops,  which  can  only  be 

opened  within   fixed  limits  and  are  subject   to  authorization  by  the  Ministry 

2 

of  Health  . 

-  Doctors,  dentists  and  midwives  enjoy  freedom  of  prescription. 

-  The  patient  is  free  to  go  to  the  medical  practitioner  of  his  choice. 
1.1.2  Health-care  resources 

The  capacity  for  production  of  medical  services  is  based,  as  in  all  sectors  of 
the  economy,  on  the  volume,  quantity  and  organization  of  health-care  resour- 
ces, namely,  personnel  and  equipment. 

1.1.2.1  Personnel 

in  the  medical  area,  personnel  represent  the  basic  resources,  as  in  most 
"service"  production  sectors,  accounting  for  about  808j  of  expenditure.  In 
1975,    personnel    employed    in    the    health    sector    numbered    approximately  1.3 

million;  on  the  basis  of  a  6%  annual  growth  rate,  it  can  be  estimated  that  in 
198U  they  represented  1.7  million  people,  or  7.8%  of  the  active  labour  force 
( see  Table  1 .1 )  . 


Except  in  certain  cases  when,  in  very  specific  conditions,  the  doctor  can 
also  issue  drugs. 

After  an  enquiry  by  the  "Inspection  de  la  Pharmacie"  (Pharmaceutical  Inspect- 
ion Department),  on  the  recommendation  of  the  "Ordre  des  Pharmaciens"  (Chem- 
ists' Order)  and  an  Interministerial  Health,  Industry  and  Research  Commis- 
sion . 


( 


s 


Table  No.   I .1 

Personnel  in  the  health-care  professions 
Density  per  100,000  inhabitants  at  January  1st,  1980 


Doctors  in  patient  care 

194 

including:  general  practitioners 

122 

specialists 

72 

Private  doctors 

131 

including:  general  practitioners 

81 

specialists 

50 

Midwives 

18 

Dentists 

57 

Nurses 

459 

Chemists 

67 

including  private  outlets 

39 

Physiotherapists  . 

65 

Other  auxiliary  staff 

31 

Hearing-aid  specialists,  speech  therapists,  orthoptists,  chiropodists 
Source:  Ministry  of  Health  and  Social  Security 


1.1.2.2  Hospitals 

At  January  1st,  1980,  there  were  3,560  hospitals  in  France,  with  a  density  of 
approximately  11.3  hospital  beds  per  1,000  inhabitants.  Hospitals  can  be 
classified  according  to  their  legal  constitution  as  public,  private  non-profit 
or  private  profit-making,  or,  again,  according  to  another  criterion,  that  of 
function,  as  general  and  specialized"'". 


Specialized  hospitals  are  tuberculosis  hospitals,  psychiatric  hospitals  and 
cancer  control  centres. 


r 


r 


Two  thirds  of  the  beds  are  in  public  hospitals;  the  proportion  is  even  higher 
for  medical  and  psychiatric  beds.  The  private  profit-making  hospitals,  on  the 
other  hand,  are  chiefly  specialized  in  surgery  and  obstetrics  (see  Table  No. 
1 .2) . 

Table  No.  1.2 


Hospital  facilities 
Number  of  beds  per  1,000  inhabitants  at  January  1st,  1980 


Type  of  establishment 

Public 
sector 

Private 
sector 

Total 

General  hospitals 

5.6 

2.9 

8.5 

Psychiatric  hospitals 

2.0 

0.3 

2.3 

Tuberculosis  hospitals 

0.2 

0.3 

0.5 

Total 

7.8 

3.5 

11.3 

Source:  Ministry  of  Health  and  Social  Security 
1.1.2.3  Other  health  establishments 


At  January  1st,  1981,  there  were  19,840  private  chemist's  shops,  4,241  test 
laboratories"'"  and  about  600  outpatients'  clinics.  The  overall  number  of 
laboratories  is  on  the  decline  (they  numbered  4,465  in  1977). 

1.2  FINANCING  OF  MEDICAL  CARE 

2 

1.2.1  Organization  and  financing  of  Social  Security:  Health  Insurance 

It  is  estimated  that  99%  of  French  people  are  protected  from  the  financial 
cost  of  diagnosis  and  treatment  of  illness  by  the  Health  Insurance  branch  of 
the  Social  Security  system.  This  protected  population  can  be  subdivided  into 
the  insured  and  their  dependants.     For  the  insured,   registration  in  the  Social 


This  number  includes  private  chemists'  laboratories,  which  are  due  to  disap- 
pear by  1983. 

It  should  be  remembered   that   the   term  Health   Insurance  covers  protection  in 

f  ho     ni/onf     nf     r,ir^l^n,^r-r-         nhi  1  Hhi  rfh     inrl      ininn'nr     of  i.,nr*l/ 
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Security  fund  is  compulsory.  There  are  several  Social  Security  funds,  and  the 
fund  in  which  the  insured  are  registered  depends  on  their  occupation. 

The  largest  fund  is  the  General  Fund  which,  in  198Û,  covered  77.6%  of  the 
entire  population'''.  This  Fund  provides  protection  for  workers  in  Industry  and 
Trade  who  do  not  have  any  other  specific  fund  and  certain  people  assimilated 
to  these  workers  such  as  civil  servants  and  EDF-GDF  (Electricity  and  Gas 
Board)  staff  together  with  their  dependants. 

In  the  case  of  this  fund,  Health  Insurance  is  financed  by  contributions  in 
proportion  to  wages,  paid  partly  by  the  employer  and  partly  by  the  employee 
(see  Table  No.  1.3). 

Table  No.  1.3 


Health-Insurance  contribution  rates  in  force  in  1981 

(General  Fund) 

(expressed  as  percentages) 


A.  Wages  below  ceiling''" 

B.  Part  of  wages  above  ceiling 

HEALTH  INSURANCE 

Employers 

Wage 
earners 

TOTAL 

13.45 
4.50 

4.50 
4.50 

17.95 
9.00 

"""Ceiling:  FF  60,120  a  year  in  1980;  FF  68,760  a  year  in  1981. 

The  other  main  funds  are: 

-  Agricultural  Funds,  which  in  1979  covered  11.5%  of  the  entire  population,  of 
which  3.6%  were  hired  farm  workers,  while  7.9%  were  farm  owners; 

-  The  autonomous  fund  of  the  professions  other  than  farming; 


This  involves  only  the  General  Fund  in  the  strict  sense  of  the  term. 


-  Special  funds  for  specific  categories  of  workers,  which  are  extremely  varie 
(fund  for  SNCF  (French  Railways')  staff,  miners,  sailors,  etc.).  In  1979 
these  various  funds  covered  about  9.9%  of  the  population. 

The  risks  covered  can  be  divided  into  two  groups: 

-  non-job  risks  (sickness,  childbirth); 

-  job  risks  (injuries  at  work  and  job-related  illnesses). 

The  first  type  of  risk  is  covered  by  all  funds.  For  the  second  type,  the 
position  varies;  the  General  Fund"''  covers  these  risks. 

1.2.2  Principles  for  the  payment  and  financing  of  medical  services  and  goods 

Not  all  funds  provide  those  protected  (those  insured  and  their  dependants) 
with  exactly  the  same  financial  protection  against  risks.  However,  the  differ- 
ences are  minimal. 

In  the  case  of  the  General  Fund,   the  patient  usually  pays  the  producer  of  the 

.  2 

medical  services  or  goods  directly  for  all  the  expenses  incurred  by  him  . 
Health  Insurance  reimburses  this  payment  in  part  or  in  full. 

To  entitle  the  patient  to  reimbursement,  the  medical  services  and  goods  must 
comply  with  certain  conditions. 

-  They  must  concern  the  insured  or  his  dependants. 


Which  in  certain  cases  assumes  responsibility,  in  the  case  of  job  accidents, 
for  those  insured  by  other  funds. 

Except  in  the  case  of  job  accidents,  where  the  patient  incurs  no  expenses 
and  where  the  Social  Security  fund  pays  the  practitioners  their  fees  direct- 
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-  They  must  be  produced  by  a  medical  professional  or  an  enterprise  approved  by 
the  Health  Insurance  Fund  (doctors,  auxiliaries,  hospitals,  chemist's  shops, 
etc .  )  . 

-  They  must  be  registered  on  a  list:  list  of  professional  acts,  list  of 
reimbursable  drugs,  miscellaneous  materials,  etc. 

-  When  they  are  not  directly  produced  by  a  doctor,  they  must  be  prescribed  by 
a  doctor. 

-  In  certain  cases,  for  a  few  specified  acts,  there  is  one  additional  condit- 
ion: the  prior  agreement  of  the  Health  Insurance  Fund  is  reguired.  This  is 
the  case  especially  for  courses  of  treatment,  reeducation  and  certain  dental 
treatments  and  prostheses. 

Under  these  conditions,  there  is  no  limit  to  the  guantity  of  services  covered 
by  Health  Insurance. 

The  patient  reguests  the  partial  or  total  reimbursement  of  expenses  incurred 
by  forwarding  to  the  Social  Security  Fund  to  which  he  belongs  the  "feuille  de 
maladie"  (claim)  handed  to  him  by  the  producer/doctor .  Insurance  reimburse- 
ments are  calculated  on  the  basis  of  the  list,  tariffs  and  reimbursement 
rates .  With  a  few  exceptions,  they  are  directly  related  to  the  prices 
actually  paid. 

In  the  event  of  partial  reimbursement,  a  certain  sum,  known  as  the  "ticket 
modérateur"  (copayment  rate),  will  remain  payable  by  the  patient. 

The  insured  may  possibly  obtain  reimbursement  of  the  copayment  rate  from  his 
mutual  fund  or  a  private  insurance  company. 
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Lists 


The  Health  Insurance  authorities  draw  up,  with  those  in  the  medical  profess- 
ion, the  lists  of  acts  which  can  be  performed  by  doctors,  dentists,  midwives 
and  medical  auxiliaries.  The  list  is  modified  (gradually)  with  the  develop- 
ment of  new  techniques  and  new  production  methods. 


To   comply  with  medical    secrecy,  each 
with   a   coefficient    indicating    the  rel 
professional  will  indicate  on  the  claim 
ed,  in  place  of  its  actual  name. 


act    is    assigned   a    letter  (key-letter) 
ative   value   of    the   act.       The  medical 
the  code  for  the  type  of  act  perform- 


Likewise,  there  exist  lists  of  reimbursable  goods:  pharmaceutical  products, 
medical  glasses,  and  miscellaneous  prostheses. 


Tariffs 


There  are  fixed  tariffs  corresponding  to  each  act,  service  and  product  marked 
in  the  lists. 


These  tariffs  are  negotiated  and  updated  in  the  course  of  discussions  between 
those  in  the  medical  profession  and  the  Social  Security  Organization.  This  is 
the  case,  for  example,  for  tariffs  concerning  services  by  doctors,  auxiliar- 
ies, dentists  and  laboratories,  and  prices  of  reimbursable  drugs  and  medical 
materials. 

With  respect  to  hospitals,  a  distinction  must  be  made  between  the  private  and 
public  sectors.  While  for  private  hospitals  the  tariff  is  fixed  by  the  Health 
Insurance  Organization,  the  same  does  not  apply  to  public  hospitals,  where  the 
Health  Insurance  Fund  must  reimburse  the  price  of  a  hospital  day  at  a  rate 
fixed  by  the  departmental  prefects. 


See  Appendix  a . 


Jf." 
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Reimbursement  rates 

The  amount  of  the  reimbursement  is  equal  to  a  certain  percentage  of  the  tariff 
(the  reimbursement  rate)  which  varies  depending  on  the  risk  covered,  the  place 
in  which  the  acts  were  performed,  the  services  provided,  the  drugs  prescribed, 
the  characteristics  of  the  insured  person  and  his  or  her  illness. 

For  Maternity  Insurance  and  insurance  against  job  risks,  there  is  no  copayment 
rate.  The  copayment  rate  is  also  done  away  with  by  the  Health  Insurance 
Organization  in  the  case  of  : 

-  Patients  afflicted  with  certain  illnesses  (25  illnesses); 

-  Long,  costly  treatments  resulting  in  over  90  F  expenditure  per  month; 

-  Expenses  involved  in  major  surgical  operations  and  for  illnesses  requiring 
that  the  patient  remain  longer  than  30  days  in  hospital; 

-  For  certain  insured  persons  who  are  exonerated  from  the  copayment  rate 
simply  due  to  their  situation,  in  particular  those  who  benefit  from  an 
invalid's  or  old-age  pension. 

In  other  cases,  and  for  ambulatory  patients,  the  copayment  rate  will  depend  on 
the  place  of  execution  (medical  practices  or  public  and  private  hospital  estab- 
lishments) and,  for  private-practice  expenditure,  on  the  type  of  act  which 
leads  to  the  expense"'"  (see  Table  No.  1.4). 

From  the  following  table,  it  can  be  seen  that  the  value  of  certain  copayment 
rates  has  changed  over  a  period  of  time. 


I   

In  public  establishments,  the  copayment  rate  is  equal  to  2Q%  irrespective  of 
the  act  performed. 


r 


Table  No.  1.4 

Copayment  rates  for  acts  performed  in  the  private  ambulatory  sector 


(expressed  in  percentages) 


Date  of  taking 
effect 

Doctors 1 
fees 

Dentists' 
f  ees 

Medical 
auxiliai- 
ries1  fees 

Midwives' 

fees 

Nurses' 
fees 

Laboratory 
tests 

Prior  to  1.11.67 

20 

25 

20 

20 

20 

30 

1.11.67 

30 

25 

30 

30 

30 

30 

21.6.68 

25 

25 

25 

25 

25 

30 

4.2.77 

35 

25 

25 

The  auxiliairies  in  question  are  physiotherapists,  chiropodists,  speech 
therapists  and  orthoptists. 


Finally,  the  copayment  rate  is  20%  for  hospital  outpatients,  expenses  involved 
in  hospitalization  for  less  than  30  days,  and  expenses  involved  in  an  act  for 
which  the  coefficient  remains  below  a  certain   limit,   70%   for   various  medical 

products  (apparatus,  optics)  and  30%  for  most  drugs  except  for  so-called  "com- 
forting" drugs  designed  for  the  treatment  of  illnesses  which  are  not  serious 
(vitamins,  tonics,  yeasts,  etc.)  for  which  it  is  60%.  There  is  no  copayment 
rate  for  drugs  which  are  very  expensive  and  regarded  as  irreplaceable. 

1.2.3  Health-expenditure  financing  structure 

Health  services  are  financed  with  the  participation  of  several  financing 
sectors,  namely,  Social  Security,  via  the  Health  Insurance  Fund,  central  or 
local  government,  Mutual  Funds,  private  insurance  and  direct  payments.  The 
proportion  financed  by  each  of  these  sectors  is  shown  in  Table  No.  1.5  and 
graph  No.  1. 

With  the  gradual  extension  of  Health  Insurance  to  the  population  as  a  whole, 
the  role  played  by  Social  Security  in  medical  expenditure  has  continually 
increased,  from  44.2%  in  1950  to  59.7%  in  1960,  65.8%  in  1970  and  71.8%  in 
1980. 

During  the  same  period,   the  relative  proportion  financed  directly  by  households 
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dropped  to  a  level  of  21.5%  by  1980.  The  graph  illustrates  the  differences  in 
financing  structures  depending  on  the  type  of  treatment;  hospitalization, 
which  concerns  only  a  very  small  part  of  the  population,  receives  the  largest 
proportion  of  collective  financing,  while  direct  household  payments  still 
represent  over  half  of  expenditure  for  dental  treatment. 

Table  No.  1.5 

Total  Personal  Health  Expenditure 
Breadown  at  current  prices 


(in  percentages) 


1960 

1965 

197U 

1975 

1978 

1980 

Structures  by  activity 

-  Hospitalization 

-  Ambulatory  care 

-  Medical  goods 

36.4 
34.5 
29.1 

38.1 
32.6 
29.3 

38.6 
32.2 
29.0 

43.3 
31.3 
25.0 

48.2 
30.6 
21.2 

50.2 
29.6 
20.1 

TOTAL 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

Financinq  structures 

-  Public  sector 

-  Social  Security 

-  Mutual  Funds 

-  Direct  payments 

8.9 
47.6 

4.6 
38.9 

7.5 
59.7 

3.2 
29.6 

5.0 
65.8 

3.5 
25.7 

3.4 
69.9 

3.5 
23.2 

2.8 
71.8 

3.9 
21.5 

TOTAL 

100.0 

100.0 

100.0 

100.0 

100.0 

f 


Graph  1 .  1 

FINANCING   OF   MEDICAL   ACTIVITIES    IN  1978 
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1.3  UTILIZATION  OF  RESOURCES 

1.3.1  General-Fund  Health  Insurance 

Health  insurance  statistics  provide  an  overall  view  of  the  consumption  of 
medical  services. 

In  I960,  under  General-Fund  Health  Insurance,  the  number  of  consultations  per 
person  protected  amounted  to  3.08,  the  number  of  visits  1.24,  the  number  of 
"K"  key-letters  11.68,  the  number  of  "Z"  key-letters  11.40  and  the  number  of 
"B"  key-letters  65.84"^;  26.65  packages  of  prescribed  pharmaceutical  products 
were  purchased  by  each  person  protected;  the  average  number  of  days  in  hos- 
pital was  3.68. 

Table  No.  1.6 

Average  consumption  per  person  protected  in  1980 
General-Fund  Health  Insurance 
Trends  from  1970  to  1980 


Consump- 

Mean annual  rates  of 

increase  {%) 

tion  in 

1980 

1978-79 

1979-80 

1970-80 

Number  of  consultations 

3.08 

3.3 

3.8 

3.9 

Number  of  visits 

1.24 

-0.2 

1.3 

0.9 

Number  of  K  key-letters 

11.68 

7.5 

8.6 

5.9 

Number  of  Z  key-letters 

11.40 

5.4 

6.5 

7.9 

Number  of  B  key-letters 

65.84 

6.U 

1.4 

11.9 

Pharmaceutical  prescrip- 

tions: number  of 

packages 

26.65 

1.0 

2.2 

4.2 

Average  number  of  days 

in  hospital 

3.68 

2.8 

1.3 

1.1* 

*  1972-80 


According   to  a  survey  carried  out  by   the   CRED0C    in   1980,    then,    in   a  three- 
month  period,  close  on  70*  of  the  population  does  not  see  a  general  practition- 
er and  close  on  90%  sees  no  specialist,  while  on  the  other  hand  6%  of  the 
population  consults  one  or  more  G.P.'s  during  this  time  and  1.5%  consults  one 


The  key-letters  are,  respectively,  units  of  measurement  for  surgical  and 
specialized  acts,  "K",  X-ray  services,  "Z",  and  lab  tests,  "B".  The  number 
of  key-letters  is  not  egual  to  the  number  of  acts,  since  acts  are  represent- 
ed by  key-letters  and  coefficients  indicating  their  relative  importance. 


or  more  specialists  at  least  three  times  . 


In  1978,  the  number  of  consultations  per  person  was  equal  to  4.7  in  France, 
and  in  75io  of  cases  pharmaceutical  products  were  prescribed.  We  can  therefore 
estimate  that   there  were  an  average  of  3.6  prescriptions  per  person.      In  the 

same   year,    there   were   3.65    different    products    for   each   prescription,  which 

2 

represents  13.14  different  products  per  person  . 

Lastly,  in  1979,  the  number  of  admissions  in  the  short-stay  sector  of  public 
and  private  general  hospitals  was  1.8  per  100  persons,  and  the  number  of  days' 
stay  1.8  per  person,  the  average  length  of  stay  being  equal  to  10.1  days  (see 
table  No.  1.7). 


Table  No.  1.7 

Number  of  admissions,  days  and  average  length  of  stay 
in  public  and  private  general  hospitals 


Number  of 
admissions 

Number  of  days 

Average    length  of 
stay  (days) 

Hospital  discipline 

1979 

AARG  % 
1972-79 

1979 

AARGS 
1972-79 

1979 

AARCS 
1972-79 

Médecine  and  special  tie 

-  1,000' s 

-  per  1,000  people 

s  : 
3,831 
71.6 

6.5 
6.0 

47,406 
885.9 

0.5 
0.1 

12.4 

-5.6 

Surgery  and  specialties 

-  1,000' s 

-  per  1,000  people 

4,507 
84.2 

2.3 
1.8 

40,126 
749.9 

0.5 

8.9 

-1.7 

Maternity  : 

-  1,000' s 

-  per  1,000  people 

1,105 
20.6 

4.4 
3.8 

8,282 
154.8 

1.6 
1.1 

7.5 

-2.6 

Total  short  stays: 

-  1,000's 

-  per  1,000  people 

9,443 
176.5 

4.1 
3.6 

95,815 
1,790.5 

0.6 
0.1 

10.1 

-3.3 

Average  stay  (including 

-  1,000" s 

-  per  1,000  people 

</>): 
605 
11.3 

9.2 
8.7 

38,006 
710.2 

8.0 
7.5 

62.8 

-1.1 

TOTAL,  HOSPITAL  SECTOR: 

-  1,000's 

-per  1,000  people 

10,049 
187.8 

4.4 
3.8 

133,820 
2,500.7 

2.3 
1.8 

13.3 

-1.9 

AARG  =  Average  Annual  Rate  of  Growth 


"Représentations  graphiques  en  socio-économie  de  la  santé",  AA.  Mizrahi, 
S.  Sandier,  1980 

"La  consommation  pharmaceutique  en  France  et  aux  Etats-Unis  -  1960-1978". 
Ch.  Glarmet-Lenoir ,  L.  Hérisson,  July  1980. 
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-  Chapter  II  - 
ORGANIZATION  AND  REMUNERATION  OF  DOCTORS'  SERVICES 

II. 1  ORGANIZATION  OF  DOCTORS'  SERVICES 
II. 1.1  Training  and  setting  up  practice 

Training  for  doctors  is  provided  in  France  by  the  Centres  Hospitalo-Universi- 
taires (CHU:  University  Hospital  Centres).  Medical  studies  are  characterized 
by  the  fact  that  they  combine  purely  academic  studies  with  practical  training 
within  the  framework  of  hospital  activity. 

There  are  two  supervisory  ministries  for  medical  instruction,  the  Ministry  of 
Education  and  the  Ministry  of  Health. 

The  "curriculum  of  medical  studies"  is  described  by  three  cycles,  as  follows. 

.  Cycle  one  consists  of  two  years  (PCEM)  during  which  emphasis  is  placed  on 
theoretical  instruction  in  the  pure  sciences.  For  admission  to  first-year 
studies,  the  student  must  have  passed  the  baccalauréat  (French  A-level 
exam).  Admission  to  second-year  studies  is  by  competitive  exam.  The  number 
of  students  admitted  is  fixed  at  the  level  of  each  CHU  as  a  function  of  the 
positions  available  in  hospitals. 

.  After  obtaining  the  first-cycle  diploma  (in  three  years  at  most),  the  stu- 
dents are  admitted  to  stage  two,  which  lasts  four  years  and  is  characterized 
by  an  initial  period  of  initiation  to  hospital  duties  (one  year)  followed  by 
a  series  of  six  semestrial  training  courses  in  hospitals,  comprising  theore- 
tical training  and  clinical  training.  As  of  the  fourth  semester,  the  stud- 
ents have  the  title  of  "hospital  student"  and  are  remunerated.  They  then 
take  part  in  hospital  activities  under  the  authority  of  the  medical  staff. 

.  Cycle  three  consists  of  a  practical  internship  in  hospitals,  lasting  one 
year,  at  the  end  of  which  the  students  must  sit  three  exams  (clinical  medi- 
cine, clinical  surgery  and  clinical  obstetrics)  following  which  they  may 
present  a  thesis  to  obtain  the  title  of  Doctor  of  Médecine. 


After  the  one-year  practical  course,  those  students  who  wish  to  can  prepare  a 
Certificat  d'Etudes  Spéciales  (Certificate  of  Special  Studies)  to  obtain  the 
title  of  specialists  after  sitting  a  grading,  examination.  This  certificate 
may  reguire  from  one  to  four  years'  preparation. 

Those  students  who  wish  to  make  a  hospital  career  or  benefit  from  thorough 
clinical  and  practical  training  can  perform  the  duties  of  intern  in  a  hospital 
ward  by  passing  a  competitive  exam. 

In  order  to  practise,  doctors  must  be  registered  in  the  Order,  which  is  the 
institution  responsible  for  enforcing  the  deontological  principles  of  the 
profession. 

Private  doctors  can  at  present  freely  choose  their  place  of  exercise.  There 
is  no  limit  to  numbers  as  a  function  of  certain  conditions  as  is  the  case  for 
chemists  for  example. 

II. 1.2  Number  of  doctors 

II. 1.2.1  All  doctors 

Present  situation 

In   France,    doctors,    whether    general    practitioners    or    specialists,  exercise 
either  in  private  offices,  in  outpatients'  clinics,  or  in  hospitals. 

In  addition  to  their  health-care  activity,  doctors  may  perform  exclusively, 
chiefly  or  accessorily,  extratherapeutical  medical  activities  of  prevention, 
checking  and  expert  appraisal,  research,  teaching  or  paramedical  activities 
such  as  laboratory  or  chemist's  work. 

At  January  1st,  1980,   there  were  in  France  104,073  doctors  in  patient  care,  or 
194   doctors   per   100,000    inhabitants,    or,    again,  one  doctor  per  505  inhabitants. 
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At  January  1st,  1980,  general  practitioners  represented  62.7%  of  the  medical 
profession  and  specialists  represented  37.3%"^"  (see  Table  II. 1). 

Full-time  or  partly  private  medical  practice  is  by  far  predominant  in  France: 
61.2%  of  doctors  practise  completely  or  partially  with  private  clientele, 
whereas  32.8%  of  doctors  are  exclusively  salaried  (1980  figures). 

However,  full-time  private  practice  only  concerns  less  than  half  of  all  doc- 
tors: 47.1%  of  general  practitioners,  33.0%  of  specialists,  and  41.8%  of 
doctors  in  patient  care. 

Table  No.  II. 1 

Number  of  doctors  in  France,  1980 
(January  1st,  1980) 


G.P 

. 's* 

Specialists 

All 

doctors 

Full-time  private  practice 

(30 

736) 

(12  803) 

43 

539 

Combined  private/salaried  practice 

(12 

554) 

(13  870) 

26 

424 

Sub-total,  private  practice 

43 

290 

26  673 

69 

963 

Exclusively  salaried  doctors 

21 

965 

12  143 

34 

110 

Doctors  in  patient  care 

65 

255 

38  818 

104 

073 

*  G.P.  =  general  practitioner 

Source:  French  Ministry  of  Health.  The  figures  in  brackets  are  CRED0C  esti- 
mates. 


Source:  French  Ministry  of  Health  and  Social  Security.  However,  it  would 
seem  that  the  number  of  specialists  is  slightly  underestimated  in  the  Minis- 
try's statistics.  According  to  other  sources,  and  in  particular  according 
to  a  survey  of  doctors  concerning  their  professional  activity  carried  out  in 
1977  by  the  Centre  de  Sociologie  et  de  Démographie  Médicales  (Centre  of 
Medical  Sociology  and  Demography) ,  the  percentage  of  specialists  is  assessed 
at  49.6%  and  those  with  private  clientele  at  44.1%  of  all  doctors. 


Table  No.  II. 2 


Number  of  doctors  from  1970  to  1980 
and  projections  for  the  year  2000 


Year 

DOCTORS 

IN  PATIENT 

CARE 

DOCTORS  WITH  PRIVATE  CLIENTELE 

G.P.  's 

Specialists 

All  doctors 

G.P.  's 

Specialists 

All  doctors 

1970 

nd 

nd 

62  4U0 

nd 

nd 

nd 

1971 

nd 

nd 

65  191 

nd 

nd 

47  584 

1972 

44  097 

24  681 

68  778 

nd 

nd 

49  825 

1973 

44  985 

25  726 

70  711 

30  578 

20  003 

50  581 

1974 

46  195 

27  357 

73  552 

31  400 

21  240 

52  640 

1975 

48  256 

28  887 

77  143 

32  674 

22  174 

54  848 

1976 

50  526 

30  438 

80  964 

34  248 

22  752 

57  000 

1977 

54  008 

32  298 

86  306 

36  245 

23  735 

59  980 

1  97A 

57  7 1  S 

33  727 

91  942 

39  262 

24  269 

63  531 

1979 

60  707 

36  461 

97  168 

41  166 

25  697 

66  863 

1980 

65  255 

38  818 

104  073 

43  290 

26  673 

69  963 

1985 

Projection 
140  000 

HA 
HB 

77  000 
73  000 

33  000 
27  000 

110  000 
100  000 

1990 

170  000 

HA 
HB 

98  000 
95  000 

42  000 
30  000 

140  000 
125  000 

2000 

140  UU0 

HA 
HB 

68  000 
65  000 

42  000 
30  000 

110  000 
95  000 

nd  =  no  data  available 


Hypothesis  A:   virtual  stagnation  in  the  number  of  salaried  doctors  and  accord- 
ingly in  the  number  of  hospital  doctors. 
Hypothesis  B:   60%  increase  in   the  number  of  salaried  doctors  between  1978  and 
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Past  trends  and  future  prospects 

In  spite  of  the  difficulty  in  collecting  statistics  over  a  long  period  of 
time,  analysis  of  the  evolution  of  the  medical  profession  produces  certain 
results . 

-  The  increase  in  the  number  of  doctors  has  picked  up  speed  since  1970.  The 
mean  annual  rate  of  increase,  which  was  4.0*  from  1960  to  1970,  was  4.3% 
from  1970  to  1975  and  reached  6.2%  from  1975  to  1980. 

-  This  growth  in  the  medical  profession  was  accompanied  by  structural  changes, 
namely,  the  development  of  salaried  medical  activity  and  specialization,  up 
until  19761. 

Faced  with  the  rising  number  of  medical  students,  the  public  authorities  have 
instituted  a  selection  procedure.  Taking  into  account  these  measures,  pro- 
spects have  been  worked  out. 

From  1978  to  the  turn  of  the  century,  the  total  number  of  practising  doctors 
should  virtually  double,  to  reach  a  figure  of  180,000.  host  of  this  growth 
will  take  place  prior  to  1985,  after  which  it  will  slow  down  if  the  selection 
procedures  decided  by  the  public  authorities  are  applied  (see  Table  No.  II. 2). 

The  percentage  of  female  doctors  should  increase  to  a  level  of  40%.  The 
increase  in  the  proportion  of  medical  specialists  and  salaried  doctors  is  hard 
to  forecast,  to  the  extent  that  it  very  much  depends  on  the  policy  applied  at 
the  level  of  acguisition  of  specialist's  certificates,  diversification  of 
medical-care  distribution  methods,  and  tariff  policies. 


Since  1978,  the  rate  of  specialization  has  declined,  but  this  is  perhaps  a 
temporary  phenomenon  related  to  the  increase  in  student  numbers  and  the  fact 
that  the  study  period  is  shorter  for  general  practitioners  than  for  special- 
ists . 
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II. 1.2. 2  Different  categories  of  doctors 


Salaried  doctors 

Salaried  doctors  are  a  very  heterogeneous  group  covering  a  great  variety  of 
situations.  The  group  breaks  down  into  54.5%  exclusively  salaried  doctors  and 
45. 5%  salaried  doctors  also  exercising  in  private  practice. 

Most  full-time  salaried  doctors  (approximately  three  guarters  of  the  total) 
are  employed  in  the  public  sector"'"  (public  hospitals,  outpatients'  clinics, 
school  medical  care,  etc.).  A  smaller  proportion  hold  jobs  in  the  private 
sector  (médecine  at  work,   insurance  companies,  etc.). 

Among  those  doctors  employed  in  hospitals,   there  is  a  high  level  of  specializ- 
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ation,  since,  according  to  a  1977  survey  ,  80%  are  specialists.  Specializat- 
ion is  greater  in  non-university  establishments  than  in  the  CHUs  (which  are 
attended  chiefly  by  a  large  number  of  "attachés  généralistes"  (general  prac- 
titioners working  part-time  at  the  hospital  ^)  .  Hospital  doctors  are  relative- 
ly young:  47%  of  those  for  whom  hospital  practice  is  the  only  and  chief  activ- 
ity were  aged  under  40  in  1977  (as  against  36%  for  the  profession  as  a  whole). 

In  health-care  and  preventive  medical  centres  with  no  hospital  beds,  the 
percentage  of  specialists  is  relatively  low  (only  28%  of  the  practitioners  in 
such  establishments  are  specialists)  . 


See   Appendix  B 

Cahiers  de  Sociologie  et  de  Démographie  Médicale  (Notes  on  Medical  Sociology 
and  Demography),  No.  1,  January-March  1980.  "L'activité  professionnelle  des 
médecins  en  1977"  (The  professional  activity  of  doctors  in  1977). 

According  to  the  survey  mentioned  in  note  2,  specialists  represent  86%  of 
practitioners  in  hospitals  and  81%  in  CHUs. 

They  represent  42%  of  all  doctors  working  in  hospital  establishments. 
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Private  doctors 

Private  doctors,  whether  on  a  full-time  or  part-time  basis,  numbered  69,963  at 
January  1st,  1980,  giving  a  density  of  131  doctors  per  1,000  inhabitants. 

The  structures  of  the  private  medical  profession  can  be  studied  in  detail  on 
the  basis  of  the  file  kept  by  the  Caisse  Nationale  d'Assurance  Maladie  des 
Travailleurs  Salariés  (National  Health  Insurance  Fund  for  Salaried  Workers). 
The  following  data  refer  to  the  situation  at  January  1st,  1978"''. 

One  private  doctor  out  of  two  was  aged  under  43,  and  close  upon  one  in  four 
was  aged  under  33.  At  the  other  end  of  the  scale,  doctors  over  50  years  old 
represented  255S  of  the  private  medical  profession  and  only  10%  of  the  doctors 
were  over  60. 

Women  represented  11.9%  of  the  total,  and  the  female  section  of  the  medical 
profession  appears  younger  than  the  male  section. 

According  to  a  1975  survey,  one  quarter  of  French  private  doctors  exercise 
within  the  framework  of  group  medical  practice.  The  average  number  in  such 
groups  is  2.6  doctors;  for  single-discipline  groups,  the  number  is  2.4,  while 
for  multidisciplinary  groups  the  number  is  slightly  less  than  4. 

Doctors  in  private  practice,  whether  on  a  full-time  or  part-time  basis,  can  be 
broken  down  into  57.7%  of  general  practitioners  and  42.3%  of  specialists .  The 
three  main  specialties  are  surgery,   radiology,  and  gynecology/obstetrics . 

There  is  a  higher  proportion  of  young  doctors  among  general  practitioners 
(35.5%  aged  under  38)  than  among  specialists  (27.8%). 


Data  reproduced  from  the  "Tableaux  Statistiques  d'Activité  des  Praticiens" 
fttnUrfinoi     TohlpQ    nf    Practitioners'     Activity)     prepared    by    the  French 
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The  age  structure  of  specialists  varies  depending  on  the  specialty.  Certain 
specialties  can  be  gualified  as  young  by  contrast  with  the  older  specialties; 
these  "young"  specialties  are  dermatology,  anesthesiology,  gynecology/obstet- 
rics,  cardiology,  pediatrics,  rheumatology  and  reeducation"'".  For  all  these 
specialties,  the  proportion  of  doctors  aged  under  38  is  higher  than  30%. 

The  percentage  of  female  staff  is  9.1%  for  general  practitioners,  which  is 
lower  than  for  specialists  (15.7%).  The  percentage  varies  depending  on  the 
specialty,  ranging  from  0.5%  for  neuropsychiatrists  to  42.7%  for  anesthetists. 

The  specialties  with  the  highest  proportion  of  female  staff  (more  than  one 
woman  for  four  doctors)  are,  in  order:  anesthesiology,  dermatology,  gyneco- 
logy/obstetrics  ,  pediatrics,  psychiatry  and  opthalmology .  By  contrast,  sur- 
gery and  cardiology  are  predominantly  male  specialties. 

Inequalities  in  distribution  of  the  medical  profession 

There   are   major   disparities    in   the    geographic    distribution   of    doctors   as  a 

2 

whole.  The  ratio  between  the  French  "départements"  in  which  the  extreme 
medical  densities  are  encountered  is  from  1  to  5.8,  Paris  being  the  départe- 
ment with  the  greatest  density  of  medical  staff  and  La  Mayenne  the  département 
with  the  lowest  density. 

However,  the  distribution  of  general  practitioners,  and  especially  private 
general  practitioners  (with  a  variation  of  1  to  2.4)  is  less  disparate  than 
the  distribution  of  specialists,  especially  private  specialists  where  the 
ratio  between  extreme  densities  is  1  to  13.8). 

The  geographic  distribution  of  doctors  appears  to  be  related  to  the  distribut- 
ion of  the  medical  faculties  which  provide  their  training.  Generally  speak- 
ing, the  highest  medical  densities  are  encountered  chiefly  in  the  south-east 
and  south-west  of  France,  and  at  Paris.  In  the  other  regions,  high  concentrat- 
ions of  doctors  are  found  in  the  main  university  centres,  where,  moreover,  the 
greatest  proportion  of  specialists  is  to  be  found. 


See  Appendix  B 

Départements  are  the  administrative  units  into  which  France  is  divided. 
There  are  95  départements. 
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There  also  exist  inequalities  of  access  to  medical  care  within  geographic 
areas,  the  rural  communes  having  fewer  medical  facilities  than  the  towns.  For 
example  : 

-  Rural  communes  contain  27%  of  the  population  and  only  10.9%  of  doctors; 

-  For  all  towns  of  under  50,000  inhabitants,  the  proportion  of  doctors  and 
population  is  the  same  (22%); 

-  The  proportions  of  doctors  practising  in  towns  of  over  50,000  inhabitants 
(42.7%)  and  in  the  Paris  urban  area  (20.8%)  exceeds  the  proportions  of  the 
resident  population  (34.7%  and  16.3%  respectively). 

-  Linked  to  these  differences  in  densities  are  differences  in  distribution 
between  general  practitioners  and  specialists.  In  rural  communes,  special- 
ists are  virtually  inexistent,  whereas  in  towns  of  over  20,000  inhabitants, 
over  half  the  doctors  are  specialists. 

II .1.2.3  Staff  in  medical  practices 

With   respect    to   staff   employed    in   medical    practices,    certain    data    has  been 

made   available  by   a   survey   carried  out    in   1977"^.      According   to   the  authors 

themselves,   the  information  collected  cannot  be  extended  to  the  profession  as 

a   whole;      we   shall   indicate   below   the   information  deduced  concerning  either 

2 

doctors  or  the  groups  within  which  they  practise  . 

For  doctors  practising  alone  and  employing  at  least  one  auxiliary,  general 
practitioners  employ  an  average  staff  of  1.1,  while  for  specialists  the  aver- 
age is  1.4.  To  complete  this  information,  we  would  need  to  know  the  propor- 
tion of  doctors  who  employ  no  staff. 


"L'activité  professionnelle  des  médecins  en  1977"  (The  professional  activity 
of  doctors  in  1977).  Cahiers  de  Sociologie  et  de  Démographie  Médicales,  No. 
1,  January-March,  1980. 

The  doctors  in  question  have  at  least  one  medical  auxiliary.  Doctors  with 
no  auxiliary  at  all  are  not  included. 


II. 2  PRINCIPLES  OF  REMUNERATION  OF  DOCTORS'  SERVICES 


II. 2.1  Different  approaches  to  the  question 

In  terms  of  economic  analysis,  the  concept  of  remuneration  refers  back  to  the 
concept  of  price.  Generally  speaking,  the  remuneration  for  a  good  produced  or 
a  service  rendered  is  based  on  the  value  represented  by  the  good  or  service  in 
question.  This  value  is  converted  into  a  price  expressing  the  quantity  of 
work  involved  and  the  cost  of  the  factors  which  contributed  to  the  production 
process.  This  price  is  fixed  on  the  basis  of  the  exchange  value  represented 
by  the  good  or  service  in  question. 

For  reasons  of  an  ideological  and  historical  nature,  price  fixing  in  the 
French  health-care  system  is  based  on  principles  characteristic  of  the  social- 
welfare  economy.  In  particular,  the  rejection  of  the  market  economy  as  a 
means  of  regulating  prices  by  the  balance  of  supply  and  demand  implies  the 
rejection  of  the  concept  of  price,  which  is  replaced  by  that  of  the  tariff. 
The  reference  in  fixing  this  tariff  is  no  longer  the  exchange  value,  but  is 
located  within  the  framework  of  remuneration  for  a  service  rendered.  This 
implies  that: 

a)  The  influence  of  fluctuations  in  supply  and  demand  is  felt  only  indirectly; 

b)  Those    involved    in    providing    health    care    practise    identical    tariffs  for 
identical  services. 

The  remuneration  of  health-care  services  is  fixed  within  the  framework  of 
collective  agreements  between  the  "syndicats  professionnels"  (medical  unions) 
and  the  Social  Security  Organization,  or  by  administrative  process. 

The  first  formula  applies  to  the  tariffs  for  private  medical  services  and 
private  hospitalization.  The  second  formula  applies  to  schedules  of  fees  and 
the  cost  per  day  in  public  hospitals  (within  the  framework  of  cooperation 
between  the  State  and  the  local  governments  concerned). 

The  collective  tariff-fixing  system  ("système  conventionnel"),  which  will  be 
explained  further  on,  is  illustrated,  in  France,  by  the  remuneration  of  medi- 
cal activity  on  the  basis  of  acts. 
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Salaried  remuneration  consists  in  paying  for  the  activity  of  those  producing 
medical  services  on  the  basis  of  the  work  which  is  considered  socially  neces- 
sary; this  remuneration  varies  only  as  a  function  of  hours  worked,  and  not  as 
a  function  of  the  number  of  acts  or  patients.  This  system  of  remuneration  is 
applied,  in  France,  in  medicine-at-work  centres,  public  outpatients'  clinics, 
maternity  and  child-care  centres,  public  hospitals,  etc.  Within  the  framework 
of  public  institutions  (hospitals,  outpatients'  clinics  and  maternity  and 
child-care  centres),  salaries  ore  administratively  fixed.  Insofar  as  concerns 
private  medicine-at-work  centres  (inter-company  centres  and  company  depart- 
ments), salaries  are  fixed  by  contractual  agreement  between  the  employer  and 
the  doctor  employed. 

II. 2. 2  Remuneration  of  the  private  doctor  in  the  French  health-care  system 
General  principles  of  private  practice 

Private  medical  practice  in  France  is  based  on  the  principles  defined  within 
the  framework  of  the  1927  Medical  Charter.  These  principles,  which  are  the 
basis  for  medical  trade-union  action,  are  reasserted  during  negotiations 
between  the  medical  unions  and  the  public  authorities  (Social  Security  Organ- 
ization and  the  Administration)  .  They  can  be  used  as  a  reference  during 
discussions  on  methods  of  remuneration.  The  basic  guidelines  of  the  Charter 
can  be  expressed  as  follows: 

-  the  patient's  right  to  freely  choose  his  doctor 

-  the  doctor's  freedom  of  prescription 

-  direct  agreement  between  the  patient  and  doctor  with  respect  to  fees 

-  fees  paid  directly  to  the  doctor  by  the  patient 

-  medical  secrecy. 

In  France,  practitioners  can  adopt  two  types  of  status:  adhesion  to  a  "conven- 
tion" (national  agreement)  or  free  exercise  ("médecins  non  conventionnés"). 
Most  doctors  are  "conventionné",  chiefly  for  economic  reasons.  Adhesion  to 
the  national  agreement  enables  doctors  to  attract  a  clientele  which  is  anxious 
to  obtain  "reimbursement"  of  the  expenses  incurred  by  it,  and  it  also  enables 
them  to  benefit  from  certain  social  and  tax  advantages  (see  below). 


Those  doctors  who  are  "non  conventionné"  practise  the  prices  they  wish.  A 
minimum  reimbursement  is  provided  for,  based  on  an  authoritatively  fixed 
tariff  ("tarif  d'autorité"). 

In  France,  private  doctors  are  remunerated  on  the  basis  of  their  acts. 
"Médecins  conventionnés" 

Remuneration  of  the  services  of  doctors  who  are  "conventionné"  is  fixed  within 
the  framework  of  agreements  signed  between  the  medical  trade  unions  and  the 
Social  Security  Organization  which  guarantees  "satisfactory"  reimbursement. 

This  system  was  set  up  in  1960.  Initially,  negotiations  and  signing  of  the 
agreements  took  place  within  the  framework  of  the  "département".  Doctors 
became  members  of  the  system  through  their  trade  associations,  but  the  doctors 
could  also  accept  the  agreement  on  a  personal  basis.  Since  1971,  a  national 
agreement  has  been  in  force,  which  has  been  extended  to  all  practitioners  by 
interministériel  order,  that  is,  legal  mechanisms  do  not  provide  for  individ- 
ual adhesion  to  the  agreement.  If  a  practitioner  does  not  wish  to  be  subject- 
ed to  the  provisions  of  the  agreement,  he  is  obliged  to  explicitly  make  his 
refusal  known  to  the  Social  Security  Fund  on  which  he  would  have  depended. 

The  1971  agreement  was  signed  for  a  period  running  up  to  July  1st,  1975,  renew- 
able by  tacit  agreement.  Since  then,  two  agreements  have  been  signed,  in  1976 
and  1980. 

The  general  principles  of  the  agreements  govern  the  practitioners'  activity 
and  their  relations  with  the  Social  Security  Organization  within  the  framework 
of  providing  care,  fixing  fees,  and  "contrôle  médical"  (control  of  medical 
practice) . 

Insofar  as  concerns  the  provision  of  care,  these  principles  relate  to: 
.  the  patient's  right  to  freely  choose  his  doctor, 

.  and,  noting  of  the  services  provided  on  a  claim  sheet,  which  must  include 
the  code  indicating  the  acts  performed,  the  amount  of  fees  received,  and, 
where  applicable,  the  period  of  work  layoff,  without  mentioning  the  diag- 
nosis . 
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The  amount  of  fees  is  calculated  on  the  basis  of  a  list  of  acts  and  negotiated 
tariffs  ("tarifs  de  responsabilité").  In  the  past,  provision  has  been  made 
for  exceeding  these  tariffs  in  certain  exceptional  circumstances  of  time  or 
place,  due  to  a  patient's  demand,  or  for  doctors  benefitting  from  a  permanent 
right  to  charge  more  than  these  tariffs. 

The  general  list  of  professional  acts  enables  the  practitioner  to  forward  to 
the  Social  Security  Funds  the  information  required  by  them  in  order  to  calcul- 
ate the  amount  of  reimbursement  due  to  patients  without  knowing  the  exact  desig- 
nation of  the  procedure  followed  or  the  diagnosis  made;  to  do  this,  the  Fund 
establishes  a  correspondence  between  the  various  medical  acts  and  a  code 
consisting  of  a  "key-letter"^  and  a  coefficient,  which  safeguards  medical 
secrecy  while  at  the  same  time  allowing  checks  to  be  made  by  the  controlling 
organization.  The  list  is  prepared  by  a  Standing  Committee  which  meets  regu- 
larly in  plenary  session  or  in  groups  and  modifies  the  list  to  allow  for 
difficulties  encountered  in  its  application  and  for  changes  in  the  conditions 
of  exercise  (introduction  of  new  techniques,  change  in  the  cost  structure). 

The  first  list  dates  from  1945.  The  latest  full  publication  of  the  revised 
list  was  the  object  of  a  ministerial  order  dated  March  27,  1972;  since  then, 
the  information  has  been  supplemented  by  regular  updating. 

Medical  tariffs 

Medical  tariffs  are  fixed  for  each  "key-letter"  by  agreement  between  the 
representatives  of  the  Health  Insurance  Organization  and  the  doctors'  represen- 
tatives. The  tariffs  for  medical  fees  are  fixed  in  an  appendix  to  the  text  of 
the  "Convention"  (Agreement)  at  its  publication;  between  agreements,  tariff 
changes  are  covered  by  additional  clauses. 


C,  Cs,  C</':  consultation  in  private  practice  by  the  general  practitioner, 
qualified  medical  specialist,  qualified  neuropsychiatrist  or  qualified 
neurologist,  respectively. 

V ,  Vs,  Vi/':  visit  to  the  patient's  home  by  the  general  practitioner,  quali- 
fied medical  specialist,  qualified  neuropsychiatrist  or  qualified  neurolog- 
ist, respectively. 

K:     surgical  and  specialty  acts  practised  by  the  doctor. 

Z:       acts    involving    ionizing    radiation    practised   by    the    doctor    or  dental 


• 


Control  of  medical  practice 


In  France,  no  control  is  exercised  by  the  profession  itself.  The  only  control 
organization  existing  in  France  is  an  offshoot  of  the  Social  Security  Organiz- 
ation, the  medical  consultants'  association.  The  role  of  this  association  is 
to  verify  the  justification  for  reimbursement  by  the  Social  Security  of  expendi- 
ture to  pay  for  care  provided  and  prescriptions  issued  by  the  practitioners, 
and  for  work  layoffs  granted.  The  nature  of  this  inspection  is  basically  of 
an  administrative  nature,  involving  no  assessment  of  the  quality  of  the  treat- 
ment, and  no  therapeutic  advice. 

Disputes  which  may  arise  concerning  the  agreement  are  discussed  by  a  paritary 
body,  the  local  paritary  medical  committee,  whose  role  also  consists  in  super- 
vising the  activity  and  prescriptions  of  doctors  by  referring  to  the  "Statis- 
tical Tables  of  Practitioners'  Activities^"".  Recommendations  and  warnings  are 
provided  for  (Article  16)  in  the  event  of  "abnormal"  behavior  by  a  practit- 
ioner . 

The  situation  in  1980 

The  1980  agreement  introduces  certain  innovations  by  comparison  with  the  rules 
previously  adopted;  the  underlying  principle  is  the  concept  of  concerted  con- 
trol of  health  insurance  expenditure. 

The  practitioners'  trade  associations  and  the  Social  Security  Organization 
were  to  operate  within  a  single  framework  of  cooperation  in  order  to  analyze 
the  evolution  of  health-insurance  expenditure  for  private  medical  services, 
and  the  consequences  of  this  evolution. 


T5AP:  Tableaux  Statistiques  d'Activités  des  Praticiens.  These  tables 
consist  of  analyses  of  doctors'  prescriptions  made  by  the  Social  Security 
Organization  in  1977.  The  tables  fix  standards  to  which  doctors  should 
refer.     They  have  no  force  other  than  as  an  indication. 


The  task  they  were  to  set  themselves  was  the  definition  of  a  protocol  agree- 
ment laying  down  the  conditions  in  which  forecasts  would  be  worked  out,  and 
the  supervision  of  objectives  concerning  the  functioning  of  the  health-care 
system . 

On  the  basis  of  this  reflection,  provision  was  made  for  regular  negotiations 
to  fix  the  amount  of  the  steps  in  revalorization  of  medical  fees  (e.g.,  for 
key-letters  pertaining  to  medical  acts  requiring  extensive  use  of  technical 
equipment,  the  aim  of  revalorization  will  be  improved  integration  of  the  equip- 
ment into  the  value  of  the  key-letters). 

Doctors  were  given  a  period  of  one  month  following  setting  up  practice  to 
decide  on  the  status  they  desired  with  reference  to  the  agreement.  There  are 
four  possible  situations. 

1  -  Doctors  who  are  "conventionné"  and  apply  the  agreed  tariffs.     The  patients 

treated  by  these  doctors  are  reimbursed  at  a  rate  of  75%  of  the  tariff 
fixed  by  the  National  Agreement. 

2  -  Doctors  who  are   "conventionné"   and  opt   for   uncontrolled    fees.  However, 

these  fees  can  be  fixed  "tactfully  and  reasonably"  and  be  mentioned  on  the 
claim  sheets.     Reimbursements  remain  limited  to  75%  of  the  agreed  tariff. 

3  -  Doctors  benefitting  from  a  permanent   right  to  charge  more  than  the  agreed 

fees  under  the  previous  "Convention"  (this  right  is  not  open  to  doctors 
setting  up  in  practice  nowadays) .  The  fees  received  must  be  mentioned, 
and  reimbursements  are  fixed  at  75%  of  the  agreed  tariff. 

4  -  Doctors  who  are  "non  conventionné".     Their  fees  are  freely  fixed.  Reimbur- 

sements are  based  on  an  authoritatively  fixed  tariff  far  inferior  to  the 
"tarif  conventionnel". 

The  political  changes  which  have  occurred,  new  concepts  of  the  social  dimen- 
sion of  health- related  phenomena,  and  the  guidelines  recently  asserted,  point 
to  changes  in  the  provisions  of  the  1980  agreement,  especially  with  respect  to 
the  uncontrolled-fee  sector.  It  is  too  early  to  know  what  changes  will  actual- 
ly take  place. 
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II. 3  EVOLUTION  OF  MEDICAL  TARIFFS 

The  tariffs  for  the  various  key-letters  in  the  list  are  changed  at  regular 
intervals,  on  the  basis  of  a  general  assessment  of  the  rise  in  the  cost  of 
living,  or  to  allow  for  a  qualitative  change  in  the  content  of  certain  acts 
(e.g.,  surgical  or  radiological  acts).  These  changes  may  be  made  several 
times  a  year.  Table  No.  II. 3  gives  the  annual  means  for  the  tariffs  correspon- 
ding to  the  various  key-letters. 

The  rise  in  tariffs  has  not  occurred  at  the  same  rate  for  all  key-letters.  The 
most  rapid  increase  is  observed  for  general  practitioners'  consultations  and 
visits,  and  the  slowest  rise  for  surgical  acts  (K)  and  radiological  acts  (Z) 
between  1970  and  1980. 

The  "G.P.  visit"/"G.P.  consultation"  tariff  ratio  has  undergone  several  fluc- 
tuations around  1.40. 

The  "specialist  consultation'V'G  .P .  consultation"  tariff  ratio  has  dropped 
from  1.7  to  1.5. 

The  "KV'C"1  ratio  has  dropped  from  0.3  to  0.2. 
The  '■zV'C"1  ratio  has  dropped  from  0.26  to  0.17. 

If  one   refers   to  all   acts  produced  by  general   practitioners   on   the  one  hand 

and  specialists  on   the  other,    it   can  be  seen   that   from  1970   to  1980  tariffs 

increased  more   rapidly   for   the   former   (+10.4%  per  year   on   average)    than  for 

2 

the  latter  (+6.8%).  Expressed  in  constant  francs  ,  the  tariffs  for  general- 
practitioner  care  increased  by  an  average  of  1.1%  per  year  over  the  last  ten 
years,  while  the  tariffs  of  specialists  declined  by  an  average  of  2.2%  per 
year  during  the  same  period,  which  gives,  for  all  doctors,  an  average  annual 
drop  of  1%  (Table  No.  II. 4  and  Graph  No.  II. 1). 


K:     surgical  acts. 

C:     G.P.  consultation. 

Z:     radiological  act. 

The  deflator  is  the  general  price  index. 
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Table  No.  11.4 

Indices  of  the  evolution  of  aggregate  prices  for  general  practitioners, 

specialists  and  all  doctors 


Indices,  base  100  in  1970 


Year 


1970  100.0 

1971  108.9 

1972  119.4 

1973  134.4 

1974  143.4 
1973  166.9 

1976  184,5 

1977  2UU.9 

1978  222.0 

1979  243.8 
1980 

-lean  annual 
rates  of 
increase  {%) 
1970- 

1975  10.8 


NOMINAL  PRICES 


G.P.  's 


1975- 
1980 

1970- 
1980 


9.9 


10.4 


pecialists 


1975-1979 
1970-1979 


100.0 
104.5 

109.4 

115.7 

121.6 

136.0 

149.0 
156.0 

167.8 
181.4 


6.3 


7.5J 


6.8 


All  doctors 


100.0 
106.6 

114.7 

125.0 

133.0 

152.1 

167.6 
178.9 

195.7 
214.0 
227.9 


8.7 


8.4 


8.6 


RELATIVE  PRICES- 


G.P.'s 


100.0 
103.3 

106.6 

111.7 

104.9 

109.3 

110.2 
109.7 

111.1 
110.2 


1.8 


0.8' 


1.1' 


Specialists 


100.0 
99.0 

97.7 

96.3 

88.9 

89.0 

88.9 

85.2 

83.9 

81.9 


All  doctors 


•2.3 


-2.r 


-2.2' 


100.0 
101.0 

102.4 
104.1 
97.3 
99.6 
100.1 
97.7 

97.4 
96.3 
90.4 


-0.1 


-1.9 


-1.0 


R^lntivR  nrice  indices  = 


Nominal  price  indices 

n"r,nrn1     nri^P  index 


• 
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-  Chapter  III  - 

THE  ACTIVITY  OF  PRIVATE  DOCTORS 

Doctors'  activity  can  be  analyzed  by  their  work  time  and  the  volume  of  servic- 
es and  prescriptions  produced  by  them. 


III.l  WORK  TIME 

No  regular  exhaustive  information  is  available  concerning  doctors'  work  time. 
Only  two  surveys  ^  '  2  on  this  subject  have  been  carried  out,  in  1967  and 
1977.  According  to  these  surveys,  between  1967  and  1977  the  work  time  for  all 
doctors  increased  from  50.5  to  52.9  hours  a  week,  in  spite  of  a  big  rise  in 
the  number  of  doctors. 

For  those  doctors  whose  main  activity  is  in  private  practice,  weekly  work 
hours,  which  have  not  changed  in  ten  years,  were  59.7  for  general  practition- 
ers and  51.3  for  specialists,  or  56  hours  for  all  doctors.  These  hours  repre- 
sent not  only  treatment  activity,  but  also  administrative  tasks,  continuing 
training,  etc. 


III. 2  TIME  INVOLVED  IN  ACTS2 
By  general  practitioners 

The  average  time  for  an  act  performed  in  a  private  practice  is  14  minutes, 
irrespective  of  the  location  of  the  practice. 


The  conditions  of  medical  practice  in  France.  Bulletin  de  Statistigues  de 
Santé  et  de  Sécurité  Sociale  (Health  and  Social  Security  Statistics),  Janu- 
ary-February 1972,  No.  1,  pp.  9-22. 

Bui  Dang  Ha  Doan:  Professional  practice  by  doctors  in  1977,  Santé  Sécurité 
Sociale  -  Statistigues  et  commentaires,  No.  2,  March-April  1980. 

Cf.  Andrée  George:  "Fonctionnement  économigue  des  cabinets  médicaux  libé- 
rAiiv"    (Fronnmic   functionina  of   private  medical   practices).      Volume   I,  Duly 


A  patient  visit  lasts  on  average  21  minutes,  not  including  travel  time,  or  28 
minutes  including  travel  time.  These  times  are  the  same  in  both  urban  and 
rural  areas  (see  Table  No.  1II.1). 

On  the  other  hand,  there  are  major  variations  in  visiting  time  depending  on 
the  doctor's  age;  the  shortest  visiting  time  is  for  the  general  practitioner 
aged  between  40  and  54  (19  minutes  not  counting  travel,  and  25  minutes  includ- 
ing travel),  while  the  longest  time  is  for  the  general  practitioner  aged  over 
54  (26  minutes  not  counting  travel,  and  33  minutes  including  travel). 

Acts  performed  on  Sundays  usually  take  longer  than  acts  performed  during  the 
week . 

Table  No.  Ill .1 

Time  spent  on  each  act  by  general  practitioners,  on  week  days. 


(1967-1968  results)1  (in  minutes) 


Private  practice 
(consultation  + 
certif  icate) 

Visits,  not  count- 
ding  travel 

Visits,  including 
travel 

Urban 

G.P. 

's* 

14 

21 

27 

Rural 

G.P. 

's 

14 

21 

28 

Total 

G.P. 

s 

14 

21 

28 

*  G.P.  =  General  practitioner 


Source:  A.  George:  "Fonctionnement  économique  des  cabinets  médicaux  libé- 
raux", Volume  I,  July  1971.  Results  of  a  survey  of  private  medical  prac- 
tices carried  out  in  1967-68. 


(  % 


By  specialists 


Consultation  is  the  main  act  performed  by  specialists,  but  its  importance  by 
comparison  with  other  acts  varies  from  one  specialty  to  another:  for  the 
surgeon,  it  represents  61%  of  acts,  94%  for  radiologists,  and  84%  for  acts  by 
"other  specialists". 

The  consulting  times  for  radiologists  and  "other  specialists"  are  very  simi- 
lar, namely,  22  and  24  minutes,  which  represents  approximately  one  and  a  half 
times  the  consulting  time  for  the  average  general  practitioner. 

The  surgeon's  consulting  time  is  shorter  (17  minutes),  since  this  is  basically 
a  diagnostic  consultation. 

Among  "other  specialists",  the  same  age  effect  is  found  as  for  general  practit- 
ioners; it  is  between  the  ages  of  40  and  54,  that  is,  during  the  period  of 
greatest  activity,  that  the  time  for  each  act  is  shortest  (21  minutes).  The 
oldest  specialists  are  those  who  perform  the  longest  acts  (25  minutes)  (see 
Table  III .2) . 

The  specialist's  consulting  time  is  longer  than  the  general  practitioner's, 
since  his  activity  freguently  includes  additional  technical  acts. 


Source:  Andrée  George:  "Fonctionnement  économique  des  cabinets  médicaux  libé- 
raux".   Volume  I,  July  1971. 

While  for  general  practitioners,  consultation  (C)  is  the  standard  act  per- 
formed in  private  practice,  on  the  other  hand  a  very  wide  range  of  acts  can 
be  practised  by  other  specialists  in  their  office:  consultations  (specialist 
consultation,  "Cs",  psychologist  consultation,  "Cpsy")  or  technical  acts  of 
diagnosis  or  treatment:  electroradiological  acts  ("Z")  for  radiologists, 
surgical  acts  (  "K"  or  "PC")  for  other  specialists,  and  even  "B"  acts  (lab 
tests) . 


Table  No.  Ill .2 


Number  of  and  time  involved  in  specialist  consultations,  including  certificates 

(results  of  a  1967-68  survey) 


Radiologists 
Surgeons 

Number  of  consultations 
performed  per  week 

79 

33 

Consultation  time 

24  min. 
17  min. 

Other  specialists 

-  aged  under  40 

73 

22  min. 

-  aged  between  40  and  54 

78 

21  min. 

-  aged  over  54 

62 

25  min. 

Total,  "other 
specialists" 

72 

22  min. 

} 


G 


45 


III. 3  ACTIVITY  OF  PRIVATE  DOCTORS 
III. 3.1  Production  activity 

Private  doctors  provide  both  ambulatory  care  and  hospital  care  in  private  car> 
institutions  and,  very  rarely,  in  rural  public  hospitals.  The  former  activit 
is  by  far  the  most  important,  especially  for  general  practitioners. 

III. 3. 1.1  Level 

The  number  of  acts  performed  by  a  doctor  was  estimated  in  1979  as  5,712  acts 
on  average,  or  21  acts  each  day  (see  Table  No.  III. 3). 

Depending  on  whether  the  doctor  is  a  general  practitioner  or  a  specialist,  hi: 
production  assessed  in  terms  of  the  number  of  acts  performed  will  vary  great 
ly.  In  particular,  the  number  of  acts  is  much  greater  for  the  general  practi- 
tioner than  for  the  specialist. 

General  practitioners 

In  1979,  the  general  practitioner  produced  an  average  of  6,478  acts.  It 
should  be  pointed  out  that,  since  1975,  the  number  of  acts  by  each  genera, 
practitioner  has  declined  from  7,213  acts  in  1975  to  6,478  acts  in  1979  (set 
Table  III. 3). 

Over  this  period  (1975-79),  the  decline  in  the  number  of  acts  produced  by  tht 
general  practitioner  is  due  to  the  decline  in  the  number  of  consultations  ant 
visits,  which  represent  a  very  large  proportion  of  his  activity  (in  1979, 
91.9%).  Between  1975  and  1979,  consultations  declined  by  an  average  of  3.25 
and  visits  by  an  average  of  2.72»  per  year  (see  Table  No.  III. 6). 

The  number  of  surgical  and  radiological  acts  is  too  small  a  proportion  ot 
total  acts  (8.1%)  for  the  growth  observed  at  their  level  to  have  any  repercus- 
sions on  the  total  number  of  acts. 


CREDOC:  various  publications.  The  latest  figures  are  taken  from  an  updatet 
edition  of  the  report  by  Ch.  Clarmet  entitled  "Activité,  prix,  chiffres 
d'affaires  et   revenus  avant   impôt.     Médecins  conventionnés   libéraux  -  1962- 
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Nevertheless,  the  different  growth  patterns  for  initial  consulting  acts  and 
technical  acts  have  an  effect  on  the  structure  of  the  general  practitioner's 
activity,  with  a  slight  decrease  in  the  proportion  of  work  represented  by 
consultations  (55.9%  in  1979)  and  visits  (36.0%)  and  with  a  slight  increase  in 
the  proportion  of  surgical  acts  (4.1%)  and  radiological  acts  (4.0%)  (see  Table 
No.  III. 5). 

Specialists 

Before  giving  the  results,  it  should  be  pointed  out  that  they  apply  to  all 
specialists  without  distinction  between  specialties. 

In  1979,  the  number  of  acts  produced  per  specialist  was  4,653  (see  Table  No. 
III. 3).  Contrary  to  what  is  happening  for  the  general  practitioner,  the 
number  of  acts  produced  per  specialist  is  on  the  increase.  However,  the 
number  of  acts  produced  by  the  general  practitioner  is  far  greater  than  the 
number  produced  by  the  specialist  (39%  in  1979)  (see  Table  No.  III. 4). 

Table  No.  III. 4 


Number  of  acts  produced  per  doctor 
Comparison  between  general  practitioners  and  specialists 

1962-79 


1970 

1971 

1972 

1973 

1974 

1975 

1976 

1977 

1978 

1979 

G.P. 's 

6448 

6563 

6545 

6884 

6997 

7213 

7008 

6645 

6698 

6478 

Specialists 

3734 

3746 

3706 

3864 

3883 

4197 

4340 

4404 

4575 

4653 

G.P. ' s/Specialists 

1.73 

1.75 

1.77 

1.78 

1.80 

1.72 

1.61 

1.51 

1.46 

1.39 

In  1979,  the  specialist's  activity  consisted  basically  of  radiological  acts 
(41.4%)  and  consultations  (34.3%).  After  this  came  surgical  acts  (22.3%)  and 
patient  visits  (2.0%)   (see  Table  No.  III. 5). 
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Table  No.  III. 6 

SERVICES  BY  PRIVATE  "MEDECINS  CONVENTIONNES" 
Mean  annual  rates  of  increase  in  production,  in  numbers  of  acts  and  volume 

per  "médecin  conventionné" 
1970-1979 

(s) 


Type  of  act 

1970-75 

1975-79 

1970-79 


GENERAL  PRACTITIONERS 

.  Consultations  (C) 

4.4 

-3.2 

0.9 

.  Visits  (V) 

-1.0 

-2.7 

-1.8 

.  Surgical  and  specialty  acts 
(K)  (PC) 

3.1 

2.3 

2.7 

.  Radiological  acts  (Z) 

6.1 

2.4 

4 . 5 

Total,  acts  C,V,K,Z:  number 

2.3 

-2.7 

0.1 

volume 

1.8 

-2.6 

-0.2 

SPECIALISTS 

.  Consultations  (Cs  +  C  </»  ) 

-1.4 

3.4 

0.7 

.  Visits  (Vs) 

-3.3 

-1.0 

-2.3 

.  Surgical  and  specialty  acts 
(K)  (PC) 

3.1 

2.3 

2.8 

.  Radiological  acts  (Z) 

6.1 

2.4 

4.4 

Total,  acts  C,V,K,Z:  number 

2.4 

2.6 

2.5 

volume 

2.9 

2.5 

2.7 

ALL  DOCTORS 

.  Consultations  (C) 

2.5 

-1.3 

0.8 

.  Visits  (V) 

-2.1 

-1.9 

-2.0 

.  Surgical  and  specialty  acts 
(K)  (PC) 

4.0 

1.6 

2.9 

.  Radiological  acts  (Z) 

7.4 

1.4 

4.7 

Total,  acts  C,V,K,Z:  number 

1.9 

-0.8 

0.7 

volume 

2.5 

-0.3 

1.3 

-  The  number  of  acts  corresponds  to  the  quantity  of  acts  produced. 

-  The  volume,  which  is  equal  to  the  value  divided  by  the  price  index,  can  be 
used  to  consider  a  group  of  acts  weighted  by  the  relative  importance  of 
each  act. 


III. 3. 1.2  Long-term  trend  in  the  average  number  of  acts  produced,  1970-79 

Between  1970  and  1979,  the  average  number  of  acts  produced  by  each  doctor 
increased  by  an  average  of  0.7%  per  year,  with  a  more  rapid  increase  for 
specialists  than  for  general  practitioners  (2.5  and  0.1%  respectively  on 
average  per  year).  If  we  break  down  the  period  into  sub-periods,  we  observe  a 
0.8%  average  annual  decline  over  the  most  recent  sub-period  1975-79. 

The  highest  growth  in  the  number  of  acts  produced  has  been  in  the  radiological 
sector,  with  an  average  increase  between  1970  and  1979  of  4.7%  per  year;  after 
this  come  surgical  acts  (2.9%)  and  consultations  (0.8%).  Over  the  same  peri- 
od, the  average  number  of  visits  declined  by  an  average  of  2.0%  per  year. 
These  increases  reflect  the  trend  in  medical  practice  towards  more  examinat- 
ions (see  Table  No.  III. 6). 

The  downward  trend  in  the  number  of  visits  is  very  likely  to  continue,  for 
three  reasons:  visiting  hours  are  lower  paid  than  time  spent  in  consultation, 
advances  in  medical  technigues  have  made  consultation  in  private  practices 
more  effective  than  visits  to  the  patient's  home,  while  the  population  drift 
towards  the  towns  facilitates  the  patient's  access  to  a  doctor. 

III. 3. 1.3  Disparities  in  activity 

The  values  given  in  the  previous  paragraph  are  averages  grouping  together 
situations  which  vary,  not  only  from  one  individual  to  another,  but  also  at 
the  level  of  aggregate  groups  as  a  function  of  various  factors  such  as  age, 
sex,  housing  category  and  geographic  location^. 

Level 

Since  their  weekly  work  hours  are  shorter,  the  production  by  female  staff  is 
approximately  one  half  less  than  that  of  male  staff  (-47%  for  general  practit- 
ioners and  -48%  for  specialists). 


The   few  results  shown  here   form   part   of   a   study   due   to  be   published   by  H. 


c 
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Production  volume  varies  with  age;   it   is  low  for  young  doctors,   increasing  to 

reach  a  plateau  between  ages  36  and  48,  after  which  it  regularly  declines  for 
older  doctors.  In  the  case  of  general  practitioners,  the  index  of  the  average 
production  level  for  beginners  aged  26-27  is  equal  to  66  (100  =  general  prac- 
titioners as  a  whole),  it  reaches  a  maximum  of  117  for  doctors  between  ages  36 
and  43,  after  which  it  falls  back  to  62  for  doctors  aged  over  65.  The  maximum 
amplitude  of  the  relative  variation  as  a  function  of  age  is  accordingly  89% ! 


The  time  for  which  a  doctor  has  been  exercising  also  affects  his  level  of 
activity.  Whatever  his  age,  a  doctor  requires  from  five  to  seven  years  to 
gradually  build  up  his  clientele  and  reach  a  regular  level  of  activity,  either 
when  he  first  sets  up  or  following  a  change  in  the  address  of  his  practice. 
The  time  for  which  he  has  been  exercising  is  accordingly  a  more  influential 
factor  than  the  doctor's  age  during  the  initial  years  of  practice. 


Variations  in  doctors'  production  on  the  geographic  level  are  even  more  mark- 
ed, ranging  from  1  to  2.5  for  general  practitioners  and  from  1  to  2.2  for 
specialists  in  the  case  of  the  95  French  "départements".  Analysis  shows  that 
the  density  of  the  medical  environment  has  a  major  influence  on  the  level  of 
activity,  which  declines  as  medical  density  increases.  This  result  is  valid 
for  both  general  practitioners  and  specialists;  for  specialists  only,  the 
level  of  care  consumption  varies  along  the  same  lines  as  medical  density,  to 
which  it  is  very  closely  related  (ratio  =  0.92). 

Analysis  by  structure 

The  structure  of  activity  by  type  of  acts  is,  likewise,  variable,  the  special- 
ty practised  being  of  course  the  most  important  criterion  of  distinction. 

For  general  practitioners,  it  can  be  observed  that  the  proportion  of  patient 
visits  drops  from  37%  for  young  doctors  to  31%  for  the  oldest  doctors,  while 
the  proportion  of  surgical  acts  increases  very  rapidly  in  the  initial  years  of 
practice  (from  52»  to  7.5%),  becoming  stable  up  to  the  age  of  60,  following 
which  it  declines. 


The  size  of  the  urban  centre  is  also  a  factor  influencing  the  structure  of 
activity:  the  proportion  of  patient  visits  is  high  in  rural  districts  (40%) 
and  low  in  the  large  towns  (20%  at  Paris) ,  while  on  the  other  hand  the  propor- 
tion of  surgical  acts  is  relatively  low  in  rural  districts  and  higher  in  the 
large  towns. 

III. 3. 2  Prescription  activity 

III. 3. 2.1  Prescription  structure  depending  on  the  doctor 

In  the  course  of  a  consultation  or  visit,  the  doctor  can  prescribe  either 
pharmaceutical  products,  laboratory  tests,  or  technical  acts  such  as  radiology 
or  massage  for  example,  or,  again,  work  layoff,  hospitalization,  a  visit  to 
another  doctor,  or  another  appointment. 

In  1979,  85.8%  of  pharmaceutical  prescriptions,  70.6%  of  lab-test  prescrip- 
tions, 72%  of  prescriptions  for  physiotherapeutical  acts  and  87.8%  of  prescrip- 
tions for  work  layoffs  were  issued  by  general  practitioners  (see  Table  No. 
III. 7)  . 


Source:  "Activities  and  prescriptions  in  1979",  results  of  the  Système 
National  Inter  Regime,  published  by  the  Caisse  Nationale  de  l'Assurance  Mala- 
die des  Travailleurs  Salariés  (National  Health  Insurance  Fund  for  Salaried 
Workers) . 
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Table  No.  III. 7 


Structure  of  prescription  activity  by  private  doctors 

(sickness/maternity ) 


Type  of  doctor 

Pharmaceuticals 
(by  volume) 

Lab 
tests 
B  coeffi- 
cients 

Massages 
AMM  coeffi- 
cients 

Daily  compensation 
(number) 

1970 

1979 

1979 

1979 

1970 

1979 

G.P.  's 

Specialists 

86.0 
14.0 

86.5 
13.5 

70.7 
29.3 

72.0 
28.0 

92.1 
7.9 

87.8 
12.2 

TOTAL 

100.0 

100.0 

100.0 

100.0 

100.0 

100.0 

^  These  are   the  days  compensated   for,   which   are  not   to  be  confused  with  the 
number  of  days  of  work  layoff  prescribed  by  the  doctor. 

Source:  Système  National  Inter  Regime,  1979. 


Apart  from  the  structure  for  prescription  of  daily  compensation,  the  structure 
for  other  acts  or  products  has  not  changed  much  since  1970. 

III. 3. 2. 2  Freguency  of  prescriptions  issued  by  private  doctors 

A  survey  carried  out  in  1975  showed  that  72%  of  consultations  resulted  in 
prescriptions  of  pharmaceutical  products,  with  a  higher  freguency  for  general 
practitioners,  who  generally  drew  up  prescriptions  for  three  products;  15%  of 
consultations  resulted  in  an  application  for  additional  examinations  (X-rays 
or  lab  tests).  Doctors  prescribed  job  layoffs  for  one  guarter  of  their  patien- 
ts and  hospitalization  for  2%  of  them  (see  Table  No.  III. 8). 


Table  No.  111.8 


TABLE  OF  MEDICAL  DECISIONS  TAKEN  ACCORDING  TO  THE  DOCTOR'S  QUALIFICATIONS 
DISTRIBUTION  EXPRESSED  IN  PERCENTAGES*  1975 


DECISION 

G.P.'s 

Specialists 

All  doctors 

-  Application  for  additional 

examinations 

15% 

14% 

15% 

DIAGNOSTIC 

-  Prescription  of  a  new  appoin 

-  15% 

26% 

19% 

DECISIONS 

tment 

-  Request  for  examination  by 

7% 

9% 

CS/o 

another  medical  consultant 

-  Drugs 

80% 

53% 

72% 

-  Diet 

16% 

12% 

15% 

-  Hospitalization 

OIV 
Z/O 

6% 

3% 

THERAPEUTIC 

-  Physiotherapy 

Z/O 

2% 

DECISIONS 

-  Job  layoffs 

.  as  a  proportion  of  all 

patients 

14% 

4% 

11% 

.  as  a  proportion  of  the 

number  of  patients 

exercising  a  professional 

activity 

31% 

no/ 
O/O 

24% 

*  The  sum  of  the  percentages  is  greater  than  100,  as  several  decisions  may 
result  from  a  single  medical  act  (e.g.,  prescription  of  drugs,  additional 
examination  and  work  layoff). 

Source:  INSERM  (survey  quoted) 


Prescriptions  are  increasing  in  number  more  rapidly  than  initial  consulting 
acts.  Between  1970  and  1980,  for  example,  the  number  of  radiological  acts  per 
person  increased  by  an  average  of  7.7%  per  year,  the  number  of  lab  tests  by 
10.8%,  the  number  of  medical-auxiliary  acts  by  7.9%  and  the  quantities  of 
pharmaceutical  prescriptions  by  4.1%,  whereas  during  the  same  period,  the 
initial  consulting  acts  during  which  these  prescriptions  were  issued  increas- 
ed, on  average,  by  4.0%  per  year  for  consultations  and  0.9%  for  patient  vis- 
its^ . 


Les  malades  en  médecine  libérale,  qui  sont-ils?,  de  quoi  souf f rent- ils? 
(Private  doctors'    patients,   who  are   they?,   what   are  they  suffering  from?)  - 
National  survey  on  sickness  and  mortality  statistics,  by  the  INSERM,  1975. 

Data  provided  by  the  General  Regime,  Health  Insurance. 
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III. 4  THE  INCOME  OF  PRIVATE  DOCTORS 

The  income  earned  by  doctors  from  their  private  activity  is  equal  to  their 
turnover  minus  their  professional  expenses.  For  those  who  hold  a  salaried  job 
at  the  same  time,  income  from  private  activity  constitutes  merely  a  greater  or 
lesser  proportion  of  their  resources,  to  which  is  added  the  salaried  income 
they  receive.  This  applies  to  four  private  doctors  out  of  ten  (29%  of  general 
practitioners  and  52%  of  specialists) . 

111. 4.1  Income  from  private  activity 

In  1979,  the  per-doctor  turnover  within  the  framework  of  private  activity  was 
estimated"'',  on  average,  at  405,857  francs,  331,591  francs  for  general  practit- 
ioners and  509,078  francs  for  specialists. 

These  resources  are  partly  used  to  pay  for  the  professional  expenses  of  run- 
ning a  medical  practice,  which  are  estimated  at  39.3%  for  general  practition- 
ers and  42.3%  for  specialists,  giving  40.9%  for  doctors  as  a  whole. 

This  would  leave  doctors  with  an  average  net  pre-tax  income  for  their  private 

activity  of  201,209  francs  for  general  practitioners  and  293.573  francs  for 
specialists,  giving  a  figure  of  239,857  francs  for  all  doctors  (see  Table  No. 
III. 9)  . 

2 

111. 4. 2  Income  from  the  salaried  activity  of  private  doctors 

It  is  estimated  that  in  1979  private  doctors  holding  a  salaried  job  received 
average  salaries  equal  to  47,600  francs  for  general  practitioners  and  80,000 
francs  for  specialists,  giving  an  average  of  65,800  francs  for  all  salaried 
private  doctors. 


Ch.  Glarmet:  These  evaluations  are  made  on  the  assumption  that  general  prac- 
titioners charge  on  average  5%  more  than  the  agreed  tariffs  and  specialists 
14%  more. 


"Médecins  conventionnés" 
Turnover,  professional  expenses,  and  pre-tax  income 
for  private  activity  and  salaried  activity 

1979 


Type  of  practitioner 
Production  by  value 

G.P.  's 

Specialists 

All  doctors 

Private  activity 

J..      1  UrilUVcl     111     1  1  UIILb 

jjI , jy 1 

Sfiq  P.7H 

/inc.  RS7 

Professional  expenses 

l 
i 

2.  Amount  in  francs 

130,382 

215,505 

j  166,000 

I 

3.  Proportion  of  turnover,  as  % 

39.3 

42  .3 

/in  a 

40 .  y 

4.  Pre-tax  income  in  francs 
4  =  1-2 

201,209 

293,573 

239,857 

i  1 

! 

Salaried  activity 

1 

5.  Percentage  of  salaried  practitioners 

29.0 

52.0 

38.0 

Average  salary  of  salaried 
Dractitioners  (F) 

6.  Average  gross  salary  of  salaried 
practitioners 

47,600  i 

80,000 

65,800  j 

7.  Average  net  pre-tax  salary  of 

salaried  practitioners  7  =  0.90x6 

42 , 840 

72,000 

59,220 

8.  Average  net  salaried  income  for 
all  private  practitioners 
8  =  5x7 

12,424 

37,440 

22,504 

Total  activity 

9.  Net  average  (F)  pre-tax  income 
9  =  4  +  8 

213,633 

331,013 

262,361 

10. Proportion  of  salaried  income 
10  =  8/9 

5 .  Q% 

11.3» 

8 .  &% 
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On  the  basis  of  an  estimated  10%  deduction  for  business  expenses  and  for  a 
percentage  of  salaried  doctors  among  the  private  doctors,  the  average  amount 
of  net  salaried  income  for  private  doctors  is  assessed,  for  1979,  at  12,423 
francs  for  general  practitioners  and  37,440  francs  for  specialists,  or  22,504 
francs  for  all  private  doctors. 

III. 4. 3  Income  for  all  activity 

By  adding  the  income  from  private  activity  and  salaried  income,  we  find  that 
in  1979  the  average  pre-tax  income,  net  of  business  expenses,  received  by 
doctors  working  completely  or  partially  in  private  practice,  amounted  to: 

-  213,633  francs  for  general  practitioners 

-  331,013  francs  for  specialists 

-  262,361  francs  for  all  doctors 


These  figures  place  private  doctors  among  the  highest-paid  occupations.  Com- 
parisons with  the  other  professions  and  self-employed  activities  (commerce  and 
crafts)  are  impossible  for  want  of  data.  On  the  other  hand,  Table  No.  III. 10 
sums  up  the  comparisons  which  can  be  made  with  salaried  incomes  and  National 
Accounting  data.  For  example,  in  1979,  the  pre-tax  income  of  doctors  is  found 
to  be  55%  higher  than  that  of  senior  executives  (+27%  for  general  practition- 
ers and  +96%  for  specialists).  By  comparison  with  other  salaried  incomes,  the 
gap  is  even  wider. 

It  can  be  said  that  the  average  income  of  private  doctors  is  7.8  times  higher 
than  gross  available  per-capita  income  for  all  doctors,  6.3  times  higher  for 
general  practitioners  and  9.8  times  higher  for  specialists.  Although  these 
figures  have  no  significance  in  themselves,  they  are  relevant  to  an  assessment 
of  the  evolution  of  medical  income  by  comparison  with  the  income  of  the  popul- 
ation as  a  whole,  and  for  making  comparisons  between  countries. 

III. 4. 4  Evolution  of  doctors'  income 

The  evolution  of  the  total  income  of  private  doctors  is  not  precisely  known, 
since    salaried    income    is    not    subject    to   annual    evaluation.      However,  this 

evolution  is  fairly  represented  by  the  evolution  of  income  related  to  private 

....  1 
activity  . 

The  rise  in  income  between  1970  and  1979,  which  was  more  rapid  for  general 
practitioners  (+9.3%  per  year)  than  for  specialists  (+8.4%  per  year),  was  8.9% 
on  average  for  private  doctors  taken  as  a  whole.  This  rise  in  income  was 
accordingly  less  rapid  than  the  rise  in  per-capita  Gross  Domestic  Product 
(+12.8%  per  year)  (Tables  No.  III. 11  and  III. 12). 

Over  the  last  ten  years  as  a  whole,   the  rise  in  medical  income  has  accordingly 
lagged  behind  the  economy  as  a  whole. 


A  comparison  for  the  years  1966  and  1979  shows  that  the  proportion  of  salar- 
ied income  as  a  proportion  of  total  income  underwent  little  change,  increas- 
ing from  5.1%  to  5.8%  for  general   practitioners  and  from  10.4%   to  11.3%  for 
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A  comparison  with  other  occupations  shows  that  from  1970  to  1979  the  gap  be- 
tween medical  income  and  the  income  of  office  workers  and  general  workers  was 
narrowed.  For  general  practitioners,  this  ratio  declined  from  6.5/1  to  5.1/1 
and  from  7.0/1  to  5.3/1  respectively,  while  for  specialists  it  declined  from 
10.3/1  to  7.4/1  by  comparison  with  white—collar  workers  and  from  11.1  to  7.7 
by  comparison  with  blue-collar  workers  (see  Table  III. 12). 

This  pattern  complies  with  the  general  trend  to  a  reduction  in  the  salary 
range;  on  the  other  hand,  the  relative  position  of  doctors'  income  by  compar- 
ison with  other  highly  paid  occupations  (e.g.,  senior  executives  and  engin- 
eers) has  undergone  no  major  change. 

Table  No.  III. 10 


Net  pre— tax  income  of  private  doctors  and  certain  other  occupations 

1979 


Net  pre-tax 

income 

Occupation 

Indices  compared  with  other  occupations 

Francs 

G.P.  's 

Specialists 

Total 

G.P.'s 

213,632 

100 

155 

123 

Specialists 

331,013 

64 

100 

79 

Total 

262,362 

81 

126 

100 

i 

Industrial  doctor 

163,400 

131 

203 

161 

I 

Senior  executive 

168,858 

127 

196 

155 

Engineer 

129,600 

165 

255 

202 

Junior  executive 

79,438 

269 

417 

330 

Foreman  and  technician 

74,361 

287 

445 

353 

Blue—collar  worker 

37,913 

563 

873 

692 

White-collar  worker 

39,442 

541 

839 

665 

Gross  available 
per-capita  income 

33,689 

634 

983 

779 
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Table  No.  III. 12 

AVERAGE  NET  PRE-TAX  INCOME  FOR  PRIVATE  ACTIVITY 
Comparison  with  the  net  salaries  of  certain  occupations 


Year 

G.P.'s/ 

Senior 

Executives 

G.P.'s/ 
Engineers 

G.P. 's/ 

Office 

Workers 

G.P. 's/ 
Workers 

G.P.'s/ 
per-capita  GDP 

1970 

1.27 

1.68 

6.49 

7.01 

5.85 

1971 

1.32 

1.75 

6.48 

7.02 

5.84 

1972 

1.31 

1.75 

6.48 

6.86 

5.72 

1973 

1.45 

2.02 

7.05 

7.53 

6.27 

1974 

1.29 

1.81 

6.36 

6.67 

5.71 

1975 

1.47 

2.00 

6.78 

7.16 

6.17 

1976 

1.35 

1.91 

6.35 

6.59 

5.65 

1977 

1.24 

1.72 

5.64 

5.78 

4.99 

1978 

1.27 

1.74 

5.74 

5.93 

5.02 

1979 

1.20 

1.55 

5.10 

5.31 

4.42 

Year 

Specialists/ 

Senior 

Executives 

Specialists/ 
Engineers 

Specialists/ 

Office 

Workers 

Specialists/ 
Workers 

Specialists 
per-capita  GDP 

1970 

2.01 

2.65 

10.26 

11.08 

9.24 

1971 

1.99 

2.64 

9.78 

10.59 

8.82 

1972 

1.84 

2.47 

9.10 

9.65 

8.04 

1973 

1.88 

2.63 

9.17 

9.78 

8.15 

1974 

1.61 

2.26 

7.96 

8.35 

7.15 

1975 

1.83 

2.50 

8.48 

8.95 

7.71 

1976 

1.81 

2.54 

8.48 

8.79 

7.53 

1977 

1.71 

2.37 

7.76 

7.97 

6.87 

1978 

1.77 

2.41 

7.96 

8.22 

6.96 

1979 

1.74 

2.26 

7.44 

7.74 

6.44 

-  Chapier    IV  - 
THE  DEBATE  CONCERNING  DOCTORS'  REMUNERATION 


CHAPTER  IV 


THE  DEBATE  CONCERNING  DOCTORS'  REMUNERATION 

The  system  of  doctors'  remuneration  is  at  present,  in  France,  at  the  centre  of 
a  much  wider  debate  concerning  the  future  of  the  health-care  system,  in  view 
of  concern  over  rising  health  expenditure,  the  financial  unviability  of  Social 
Security,  the  growth  in  the  medical  population,  and  changes  which  have  occur- 
red in  medical  practice  and  mentalities  in  the  health-care  professions.  The 
guestion  is  now  all  the  more  urgent  in  that  it  influences  reflection  and  decis- 
ion-making for  a  general  reform  of  the  health  system. 

Beyond  mere  defense  of  their  professional  interests,  the  stances  adopted  con- 
cerning doctors'  remuneration  reflect  the  idealogical  principles  which  are  the 
basis  of  different  currents  of  thought. 

This  is  why  the  various  viewpoints  concerning  the  system  of  doctors'  remunera- 
tion must  be  presented  in  the  light  of  the  positions  adopted  by  the  various 
lobbies  and  political  parties  with  regard  to  the  trends  at  present  character- 
izing the  outline  system  proposed  by  the  adepts  of  the  new  policy. 


IV. 1    NEW  TRENDS  IN  HEALTH  POLICY 
IV. 1.1  The  general  situation 

Health  guestions  have  been  posed  with  the  coming  to  power  of  the  parties  of 
the  traditional  French  left  wing,  with  a  new  outlook.  The  rising  expenditure 
for  medical  goods  and  services  has  been  overshadowed  by  preoccupations  of  a 
social  nature  (with  the  emphasis  placed  on  social  inegualities)  and  organiz- 
ational questions  (creation  of  new  health-care  structures,  such  as  integrated 
health  centres). 

Before  studying  the  measures  adopted  and  those  which  are  likely  to  be  adopted 
in  the  more  or  less  distant  future,  it  seems  necessary  to  outline  the  posit- 
ions adopted  concerning  the  general  organization  of  medical  care. 
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IV. 1.2  Conception  of  the  doctor's  status 

With  respect  to  its  conception  of  the  doctor's  status,  the  new  government,  al- 
though it  is  characterized  by  general  options  of  socialist  inspiration,  is  not 
at  war  with  private  practice.  The  general  principle  asserted  is  the  plurality 
of  forms  of  medical  practice,  characterized,  however,  by  the  decision  to  allow 
multidisciplinary  practice  by  salaried  doctors  in  health-care  centres.  These 
new  structures,  which  are  at  present  in  the  experimental  stage,  but  which  are 
destined  to  develop,  constitute  the  backbone  of  the  concept  of  "global  medi- 
cine" which  sums  up  the  new  system's  concept  of  medical  supply.  The  struct- 
ures in  question  will  be  base  structures  set  up  at  the  local,  municipal  level 
and  responsible  for  satisfying  the  numerous  aspects  of  demand  from  both  the 
medical  viewpoint  properly  speaking  (prevention,  diagnosis,  treatment  and 
health  education)  and  on  the  psychological  and  social  levels.  This  "globaliz- 
ation" will  accordingly  require  the  cooperation  of  specialists  from  various 
backgrounds:  general  practitioners,  specialists,  and  medical  auxiliaries. 

Faced  with  these  highly  innovative  measures  with  respect  to  organization  of 
health-care  distribution,  the  Confédération  des  Syndicats  Médicaux  de  France 
and  the  Fédération  des  Médecins  de  France  feel  that  the  fact  of  being  "conven- 
tionnés" means  that  both  their  activity  and  remuneration  come  within  a  social 
framework.  This  is  why,  according  to  the  medical  unions  ("syndicats"),  priv- 
ate medicine  and  a  social,  publically  recognized  medicine^"  cannot  be  opposed 
to  one  another. 

Moreover,  the  two  medical  unions  in  question  warn  against  the  threat  of  in- 
creased Government  intervention  in  the  general  organization  of  health-care 
distribution:  "The  Public  Service  should  only  intervene  in  the  event  of  quan- 
titative or  qualitative  gaps  or  shortcomings  in  private  enterprise.  Each 
doctor,  whether  he  practices  alone  or  in  a  group,  could  continue  his  tradition- 
al practice  and  "hire  out"  his  services  for  preventive  and  health-education 
services,  home  care  for  the  aged,  and  emergency  cases^"." 


1  Conseil  Fédéral  (Federal  Council)  of  the  CSMF ,  October  10  and  11,  1981,  in 
"Médecin  de  France",  October  15,  1981:  "There  should  not  exist  a  publically 
recognized  social  medicine  opposed  to  a  private  medicine.  The  remuneration 
of  private  doctors  can  in  no  way  be  compared  to  profits  of  a  capitalistic 
type." 
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For    the    Fédération  des  Médecins  de  France,     the    widespread    introduction  of 

integrated  health-care  centres  will  lead  to  a  "collectivist  system"  which  will 

stifle  private  medicine  and  result   in  the  setting  up  of  structures  which  will 

2 

virtually  amount  to  nationalization  of  medicine"  . 


The  Confédération' s  position  is  to  defend  the  independence  and  neutrality  of 
the  doctor  in  the  face  of  the  new  structures  planned  by  the  Government.  No 
doubt  nationalization  will  not  take  place,  but  there  will  indisputably  be 
"municipalization",  and  the  result  will  be  the  same,  with  doctors  paid  accord- 
ing to  their  function,  who  will  neither  be  owners  of  their  work  nor  have  cont- 
rol of  the  management  of  their  work  tool"\ 

The  CSMF  proposes  a  "social  contract  for  health",  which  would  make  provision 
for  general  rules  for  participation  by  the  medical  profession  as  a  whole,  in 
its  various  forms  of  practice,  in  all  activities  required  to  reach  the  "health 
targets"  aimed  at  by  the  legislative  authority  in  charge. 


IV. 1.3  The  1980  agreement 


With  respect  to  the  I960  agreement  governing  relations  between  the  Social 
Security  organization  and  doctors,  the  rejection  of  this  agreement  was  clearly 
stated  as  part  of  the  policy  of  the  new  authorities  on  their  arrival  in  power. 
The  Minister  of  Health  stated  in  July  1981:  "The  question  has  been  settled  by 
the  recent  presidential  and  legislative  elections.  This  agreement  is  nul  and 
void  and  the  most  harmful  clauses  must  be  effectively  suspended  in  the  immed- 
iate future"^. 

Although  the  precise  official  measures  have  not  yet  been  put  forward,  it  may 
be  felt  that  in  the  near  future  the  fee-for-service  sector  will  be  eliminated 
with  a  view  to  creating  equality  of  financial  access  to  health.  In  addition, 
it  is  likely  that  references  to  control  of  health  expenditure  will  be  far  more 
discreet . 


Dr  Monier:     Chairman  of  the  CSMF:   "Le  nouvel  économiste",  July  20,  1981. 
Dr  Marchand:     Vice  Chairman  of  FMF :     "Panorama  du  Médecin",  July  7,  1981. 
Dr  Jacques  Moinard  (CSMF):     "Le  quotidien  du  médecin",  April  29-30,  1981. 


IV. 2      DOCTORS'    REMUNERATION.      THE   DEBATE    CONCERNING   THE   IMPLICATIONS  OE  THE 
PLANNED  MEASURES 


The  implementation  of  the  new  health  policy,  even  if  it  is  based  on  socialist 
principles  of  organization,  does  not,  however,  to  the  Government's  way  of 
thinking,  mean  the  complete  overthrow  of  the  private  system. 

The  only  principles  retained  from  this  method  of  practice  would  be  the  pati- 
ent's  right    to   choose   his   doctor,    the    freedom   of   prescription,    and  medical 

secrecy . 

With  respect  to  payment  by  act,  the  Government's  positions  are  less  firm. 
Payment  by  act  will  be  maintained.  Young  doctors  will  have  the  same  oppor- 
tunity as  older  doctors  to  opt  for  this  form  of  practice.  The  Government 
simply  desires  that  the  "agreement  may  be  opened  up  to  other  forms  of  remuner- 
ation, such  as  capitation  and  payment  by  function,  for  example,  within  the 
framework  of  the  development  of  integrated  health-care  centres". 

The     Confédération  Syndicale  des  Médecins  de  France     and     the     Fédération  des 

Médecins  de  France  argue  that  the  integrated  health-care  centres  compromise 
the  doctor's  independence  and  the  patient's  freedom;  they  present  remunerat- 
ion by  act  as  the  only  possible  means  of  respecting  these  two  aspects,  and 
they  defend  this  principle  as  a  basis  of  private  practice.  The  political 
parties  of  the  former  majority  hold  the  same  position.  However,  even  among 
the  defenders  of  private  medical  practice,  reservations  are  made  concerning 
the  system  of  payment.  According  to  the  chairman  of  the  C5MF,  Dr  Monnier, 
"direct  payment  by  act  poses  problems  for  a  number  of  costly  health-care  serv- 
ices, and  it  is  no  doubt  absurd  to  continue  asserting  something  that  no  longer 
corresponds  to  the  real  facts.  So  the  question  remains  to  be  negotiated,  but 
the  main  point  is  that  the  patient  should  remain  in  control,  with  full  respons- 
ibility in  that  he  is  the  one  who  will  pay.      It   is  in  the  patient's  interest 
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that  he  have  his  word  to  say,  without  which  he  will  lose  his  other  liberties"  . 

Within  the  framework  of  the  social  health  contract  proposed  by  it,  the  CSMF  de- 
mands, on  the  one  hand,  that  payment  by  act  be  adapted  depending  on  the  prac- 
titioner's experience,  and  at  the  same  time  is  considering  the  introduction  of 


1  3ack  Ralite  -  Interview  with  "Médecin  de  France",  July  1981. 


other  parallel  methods  of  remuneration  suited  to  new  medical  functions  in 
which  the  practitioners  might  take  part  (prevention  and  health  education). 

Within  the  CSMF,  certain  unions  are  expressing  specific  viewpoints  related  to 
the  general  option  put  forward. 

-  The  "syndicat  de  la  médecine  générale"  takes  a  rather  positive  attitude  to- 
wards the  health  options  proposed  within  the  framework  of  the  new  French  polit- 
ical policy.  The  SMG's  members  are  favourable  to  the  setting  up  of  "basic 
health  units"  within  a  private  framework,  which,  although  different  from  the 
"integrated  health-care  centres",  would  be  the  expression  of  a  similar  social 
outlook.  They  vindicate,  within  this  framework,  the  right  to  no  longer  be 
remunerated  by  act. 

-  Arguing  that  the  conditions  of  medical  practice  are  changing,  to  the  detri- 
ment of  health-care  guality  and  the  doctor's  ability  to  adapt  to  new 
situations,  the  "syndicat  de  la  médecine  de  groupe"  severely  criticizes  the 
system  of  remuneration  by  act. 

The  ambition  of  group-practice  doctors  of  extending  their  activities  and  intro- 
ducing more  diversity  by  practising  prevention,  instruction  and  research,  is 
ill-adapted  to  the  system  of  remuneration  by  act,  which  encourages  the  execu- 
tion of  as  many  acts  as  possible.  There  is  accordingly  a  growing  trend  within 
the  SMG  in  favour  of  capitation  payment.  This  system  would  have  the  advantage 
of  not  confining  the  doctor's  activity  to  the  production  of  acts.  It  would 
make  it  possible  to: 

1)  Leave  the  profession  some  of  the  rights  of  private  practice,  by  respecting 
freedom  to  set  up  practice,  freedom  of  prescription,  medical  secrecy,  con- 
trol of  management  and  freedom  of  organization; 

2)  and,  to  diversify  the  general  practitioner's  field  of  activities  to  include 
preventive  medicine,  research  and  instruction. 

The  problems  related  to  the  fact  that  the  patient  would  then  be  entitled  to 
consult  the  doctor  freguently  could  be  overcome  by  maintaining  certain  forms 
of  payment  by  act. 

The  group-practice  doctors  emphasize  the  fact  that  the  system  of  remuneration 
should  promote  capital  investment. 
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CONCLUSIONS 

In  recent  years,  the  French  medical  profession  has  changed  on  both  the  quanti- 
tative and  qualitative  levels. 

The  increase  in  numbers  in  the  medical  profession  has  been  characterized  by  a 
faster  rate  of  growth  (+6.2%  per  year  from  1975  to  1980,  as  against  4.0%  from 
1960  to  1970).  Along  with  this  movement  have  gone  changes  in  structures, 
statuses  and  categories. 

Although  private  practice,  on  either  a  full-time  or  part-time  basis,  remains 
preponderant,  salaried  medical  practice  has  progressed  in  recent  years.  This 
phenomenon,  related  to  the  moderate  increase  in  medical  tariffs,  is  neverthe- 
less relatively  slight  in  view  of  the  modest  size  of  the  medical  structures 
suitable  for  carrying  out  salaried  activity  (outpatients'  clinics  and  health- 
care centres) . 

Another  feature  is  that  specialization  increased  up  until  1976.  Since  then, 
the  trend  appears  to  have  declined,  and  there  is  a  higher  proportion  of  young 
doctors  among  general  practitioners  than  among  specialists. 

The  prospects  with  respect  to  changes  in  numbers  in  the  medical  profession 
must  be  restricted  to  the  relatively  near  future.  In  view  of  the  change  in 
the  limitations  on  medical  student  numbers,  it  is  impossible  to  forecast  medi- 
cal numbers  more  than  four  or  five  years  into  the  future.  However,  forecasts 
can  be  made  on  the  basis  of  the  old  selection  system,  in  which  case  the  total 
number  of  practitioners  should  normally  have  doubled  between  197U  and  the  year 
2000. 

Medical  activity  in  France  is  characterized  by  stability  in  the  number  of 
hours  worked  per  week,  in  spite  of  the  major  rise  in  medical  numbers.  With 
respect  to  production,  we  note,  on  the  one  hand,  a  decline  in  the  number  of 
general-practitioner  acts  due  to  the  declining  number  of  consultations  and 
patient  visits,  and,  on  the  other  hand,  an  increase  in  the  number  of  specia- 
list acts.  The  general  trend  is  towards  increasing  technicality  to  the  extent 
that  radiological  acts  and  surgical  acts  are  increasing  far  more  rapidly  than 
other  acts,  and  prescriptions  for  examinations  and  lab  tests  are  increasing 
especially  quickly  (+7.7%  for  radioloqical  acts,  +  10.8%  for  lab  tests)^  
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This  activity  is  carried  out  within  a  specifically  institutional  context. 
Medical  practice  is  exercized,  for  virtually  all  doctors  ("médecins  conven- 
tionnés") as  a  function  of  requirements  related  to  social  protection  ana  the 
principles  of  private  practice  stated  in  the  medical  charter.  The  system  of 
remuneration  of  doctors'  activity  is  based  on  an  endeavour  to  reconcile  these 
two  objectives.  The  system  is  based  on  payment  by  act,  worked  out  according 
to  tariffs  contractually  negotiated  within  the  framework  of  a  national  agree- 
ment . 

-  This  system  of  remuneration,  which  is  presented  as  a  means  of  protecting  the 
doctor's  independence  and  the  patient's  freedom,  is  nevertheless  at  present 
subject  to  criticism  by  some  of  its  defenders,  who  argue  that  it  is  not  adap- 
ted to  changing  conditions  of  medical  practice  and  technology. 

-  Moreover,  within  the  framework  of  the  new  Government  health  policy,  payment 
by  act  appears  to  no  longer  exclude  other  types  of  remuneration.  The  institu- 
tion of  health-care  structures  of  a  social  vocation  and  multidisciplinary 
nature  leads  one  to  think  that  other  forms  of  salaried  practice  will  be  deve- 
loped in  the  long  term. 

The  issue  of  this  debate  is  of  a  political  nature.  The  outcome  will  depend  on 
the  relative  strength  of  the  opposing  forces  within  the  medical  profession  and 
within  the  Government. 

The  planned  solutions  will  undoubtedly  have  an  effect  on  the  evolution  of 
medical  practice. 
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APPENDIX  A 

Table  No.  A.l 


Ratio  of  agreed  tariffs  for  the  various  key-letters 
and  G.P.  consultations 


Year 

Specialist  con- 
sultations/ 
Consultations 

Visits/Con- 
sultations 

Surgical  Acts/ 
Consultations 

Z  radiologists/ 
Consultations 

1970 

1.70 

1.38 

0.31 

0.26 

1971 

1.65 

1.41 

0.30 

0.25 

1972 

1.57 

1.29 

0.27 

0.23 

1973 

1.58 

1.45 

0.26 

0.22 

1974 

1.57 

1.47 

0.26 

0.22 

1975 

1.49 

1.30 

0.23 

0.19 

1976 

1.50 

1.29 

0.23 

0.19 

1977 

1.51 

1.37 

0.22 

0.18 

1978 

1.51 

1.39 

0.22 

0.18 

1979 

1.50 

1.41 

0.21 

0.17 

1980 

1.49 

1.37 

0.21 

0.17 
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APPENDIX  B 

Table  No.  B.l 

Number  of  doctors  in  public  hospitals 


1973 

1974 

1975 

1976 

1977 

1978 

1979 

doctors 

Full-time 

7,736 

8,987 

10,236 

11,769 

13,194 

13,895 

15,271 

Part-time 

6,405 

5,447 

5,672 

5,768 

5,849 

5,623 

5,827 

Sub- total 

14,141 

14,734 

15,908 

17,537 

19,043 

19,718 

21,098 

"Attachés" 

10,734 

12,053 

13,791 

14,990 

16,307 

18,427 

20,134 

Total 

24,875 

26,787 

26,699 

32,527 

35,350 

37,945 

41,232 

Source:  French  Ministry  of  Health 
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lable  No.  B.2 

Characteristics  of  private  doctors 
~  1977 
Sex,  age,  and  place  of  exercise 


Sex 

G.P. 's 

Specialists 

All  doctors 

-  Number  of  females  per 
100  doctors 

9.1 

115.7 

11.9 

Age  breakdown  (%) 

-  aged  under  38 

-  aged  38  to  49 

-  aged  50  and  over 

41 .2 
26.2 
32.6 

27.8 
37.3 
34.9 

35.5 
30.9 
33.6 

Total 

100.0 

100.0 

100.0 

Table  No.  B.3 

DENSITY  INDICES  ACCORDING  TO  THE  SIZE  OF  THE  URBAN  UNIT 

100  =  All  France 


SIZE  OF  URBAN  UNIT 

DENSITY  INDICES 

G.P.  's 

Specialists 

All 

doctors 

Rural  communes 

67 

4 

40 

Under  5,000  inhabitants 

143 

15 

90 

5,000  to  10,00U  inhabitants 

120 

42 

88 

10,000  to  20,000  inhabitants 

107 

106 

106 

20,000  to  50,000  inhabitants 

101 

162 

127 

50,000  to  100,000  inhabitants 

99 

163 

126 

100,000  to  200,000  inhabitants 

97 

144 

117 

over  200,000  inhabitants 

106 

150 

124 

Paris 

10b 

156 

128 

F  ranee 

100 

100 

100 

c 
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BREAKDOWN  OF  NUMBERS  BY  SPECIALTY 
(Private  doctors,  1977) 
MALES 


FEMALES 


a> 

/O 

com  po  une 

0' 
/O 

; 

(V 
/O 

compound 

/O 

1. 

Surgeon 

14.48 

14.48 

i. 

Anesthetist 

20.19 

20.19 

2. 

Radiologist 

10.65 

25.13 

2. 

Gynecologist/ obstetrician 

15.33 

35.52 

3. 

Gynecologist/ obstetrician 

8.02 

33.15 

3. 

Ophthalmologist 

13.00 

48.52 

4. 

Ophthalmologist 

7.50 

40.65 

4. 

Pediatrician 

12.26 

60.78 

5. 

Cardiologist 

7.47 

48.12 

5. 

Dermatologist 

9.59 

70.37 

6. 

Otorhinolaryngologist 

7.30 

55.42 

6. 

Neuropsychiatrist 

8.55 

78.92 

7. 

Pediatrician 

6.49 

61.91 

7. 

Psychiatrist 

5.74 

84.66 

8. 

Neuropsychiatrist 

6.18 

68.09 

8. 

Radiologist 

3.83 

88,49 

9. 

Anesthetist 

5.07 

73.16 

9. 

Stomatologist 

2.60 

91. U9 

10. 

Stomatologist 

4.29 

77.45 

10. 

Rheumatologist 

2.05 

93.14 

11. 

Rheumatologist 

4.06 

81.51 

11. 

Cardiologist 

1.75 

94.89 

12. 

Digestive  tracts 

3.93 

85.44 

12. 

Otorhinolaryngologist 

1.18 

96.02 

13. 

Dermatologist 

3.11 

88.55 

13. 

Breath  specialist 

1.01 

97.08 

14. 

Psychiatrist 

3.04 

91.59 

14. 

Reeducation 

0.85 

97.93 

15. 

Internal  medicine 

2.86 

94.45 

15. 

Digestive  tracts 

0.65 

98.58 

16. 

Breath  specialist 

2.86 

97.31 

16. 

Surgeon 

0.58 

99.16 

17. 

Reeducation 

1.26 

98.57 

17. 

Internal  medicine 

0.48 

99.64 

18. 

Urologist 

0.93 

99.50 

18. 

Neurologist 

0.30 

99.94 

19. 

Nerve  surgeon 

0.35 

99.85 

19. 

Urologist 

0.02 

99.96 

20. 

Neurologist 

0.19 

100.04 

20. 

Nerve  surgeon 

0.02 

99.98 

TOTAL 

100.0 

100.0 

100.0 

100.0 

( 


( 


c 


BIBLIOGRAPHY 


- 


c 


-  BIBLIOGRAPHY  - 


BUI  DANG  HA  DOAN 

L'exercice  professionnel  des  médecins  en  1977  -  "Santé,  Sécurité  Sociale,  Statis- 
tiques et  Commentaires  ",   1980,   n°  2  -  pp.  5-47. 

BUI  DANG  HA  DOAN 

Les  conditions  d'exercice  de  la  médecine  en  France  -   "Bulletin  de  Statistiques 
de  Santé  et  de  Sécurité  Sociale",   1972,   n°  1   -  pp.  9-92. 

CENTRE     DE  SOCIOLOGIE  ET  DE  DEMOGRAPHIE  MEDICALES 

L'activité  professionnelle  des  médecins  en  1977   -"  Cahiers  de  Sociologie  et  de 
Démographie  Médicales",   Janvier-Mars  1980,   n°  1   -  60  pages. 

CAYLA  (J.S.) 

Le  conventionnement  des  honoraires  médicaux  -  "Revue  Trimestrielle  de  Droit  Sani- 
taire et  Social",     Avril-Juin  1976,   n°  46  -  pp.  135-151. 

CENTRE  D'ETUDE  DES  REVENUS  ET  DES  COUTS 

Les  revenus  des  médecins  libéraux  conventionnés  1971-1976  -  "Documents  du  C.E.R.C 
1976,   n°  32  -  222  pages. 

CENTRE  DE  SOCIOLOGIE  ET  DE  DEMOGRAPHIE  MEDICALES 

La  profession  médicale  en  1977:  faits  démographiques  et  perspectives  d'évolution 
"Bulletin  de  1'  Ordre  des  Médecins".   1979.   n°  1   -  70  pages. 

C.N.A.M.T.S. 

Statistiques  de  1'  Année  1979,   Agence  Comptable,   Département  Statistiques, 
Octobre  1980. 

C.N.A.M.T.S. 

-  Activités  et  prescriptions  en  1979  -   "Résultats  du  SNIR" 

-  Tableaux  statistiques  d'activité  des  Praticiens  en  1978. 

CONCOURS  MEDICAL 
11  Juillet  1981. 

CONCOURS  MEDICAL 

13  Janvier  1979 

CONCOURS  MEDICAL 

"Propos  du  Dr.   Monier,   Président  de  la  C.S.M.F.",    11   Juillet   1981,    n°  26. 
CONSEIL  NATIONAL  DE  L'ORDRE  DES  MEDECINS 

Le  corps  médical  et  ses  structures  d'exercice  professionnel  -  "Bulletin  de  l'Ordr 
des  Médecins",   1980,   n°  2  -  32  pages'. 


05 


DUPEYROUX  (J.J.) 

Droit  de  la  Sécurité  Sociale  -  Huitième  édition  -  Paris,  Dalloz,   1980  - 
1  252  pages. 

FAURE  (H;),  THAURONT   (A.),  TONNELLIER  (F.) 

Activité  et  prescription  des  médecins  libéraux.   Tome  I   :   description  des 
informations  recueillies  dans  les  T. S. A. P.   -  Paris,  CREDOC  1981   -  40  pages. 

FAURE  (H.),  THAURONT   (A.),  TONNELLIER  (F.) 

Activité  et  prescription  des  médecins  libéraux.   Tome  II   :   étude  des  principaux 
facteurs  -  Paris,  CREDOC  1981   -  166  pages. 

FOULON  (A.),  SANDIER  (S.) 

Etude  économique  de  l'activité  des  médecins  -   "Consommation",   1971   n°  3  - 
pp.  27-83. 

GEORGE  (A.) 

Fonctionnement  économique  des  cabinets  médicaux  libéraux  -  Tome  I  -  Paris, 
CRECOC  1971  -  107  pages. 

GLARMET-LENOIR  (C),  liERISSON  (L.) 

La  consommation  pharmaceutique  en  France  et  aux  Etats-Unis,  1960-1978  -  rapport 
CREDOC,  1960. 

GLARMET-LENOIR  (C.) 

Activité,  prix,   chiffres  d'affaires  et  revenus  avant  impôt  des  médecins  conven- 
tionnés  libéraux  1962-1978  -  Paris,   CREDOC  1980  -   135  pages 
(mise  à  jour  en  cours  de  publication). 

HARICHAUX  (M.) 

La  rémunération  du  médecin  -  Paris,  Economica,   1979  -  420  pages. 
I.N.S.E.R.M. 

Les  malades  en  médecine  libérale  -  Oui  sont-ils   ?  de  quoi  souffrent-ils  ?  - 
Paris,   INSERM,   1976-  85  pages. 

MEDECIN  DE  FRANCE 

"Interview  de  Jack  Ralite",     juillet  1981. 
MEDECIN  DE  FRANCE 

"Propos  du  Conseil  Fédéral  de  la  C.S.M.F.  des  10  et  11  octobre  1961",  15  octobre 
1981  . 

MINISTERE  DE  LA  SANTE  ET  DE  LA  SECURITE  SOCIALE 

Convention  nationale  1971  -  Paris,  J.O.,   1971   -  24  pages. 

MINISTERE  DE  LA  SANTE  ET  DE  LA  SECURITE  SOCIALE 

Convention  nationale  destinée  à  organiser  les  rapports  entre  le  corps  médical 
et  les  caisses  d'Assurance  Maladie  -  février  1976,   Paris   :   J.O.,    1976,   40  pages. 


MINISTERE  DE  LA  SANTE  ET  DE  LA  SECURITE  SOCIALE 

Arrêté  du  5  Juin  1980  portant  approbation  de  la  convention  nationale  des  médecins- 
Paris,   J.O.,   1980  -  24  pages. 

MIZRAHI   (A.),  SANDIER  (S.)  - 

Représentations  graphiques  en  socio-économie  de  la  santé  ~  Paris,  CREDOC,   1980  - 
152  pages. 

LE  NOUVEL  ECONOMISTE 

"Propos  du  Dr.  Monier,  Président  de  la  C.S.fl.F."   ,   20  Juillet  1981 
PANORAMA  DU  MEDECIN 

"Propos  du  Dr.  Marchand,  Vice  Président  de  la  F. M. F."   ,   7  Juillet  1981 
PRIEUR  (C.) 

L'évolution  historique  de  l'organisation  des  relations  entre  médecine  libérale 
et  les  régimes  d'  Assurance-flaladie:  1930-1976  -  "Revue  Trimestrielle  de  Droit 
Sanitaire  et  Social",  Avril-Juin  1976,   n°  46  -  pp.  113-133. 

LE  QUOTIDIEN  DU  MEDECIN 

"Propos  du  Dr.  Jacques  Hoinard  de  la  C.S.fl.F.",  des  29-30  Avril  1981. 
ROUSSEAU  (M.) 

Démographie  médicale  -  Paris,  C.G.P.   1979  -186  pages. 
SANDIER  (S.),  TONNELLIER  (F.) 

Analyse  de  la  production  et  des  prescriptions  des  médecins  libéraux:   Tome  T 
Structure  et  implantation  du  corps  médical  en  1977  -  Paris,  CREDOC,   1980  -  142  pages. 

STEPHAN  (J.C.) 

Economie  et  pouvoir  médical  -  Paris/    Economica,   1978  -  208  pages. 
STEUDLER  (F.) 

La  médecine  libérale:  coexistence  avec  un  système  de  Sécurité  Sociale  -  "Revue 
Trimestrielle  de  Droit  Sanitaire  et  Social"   ,  Avril-Juin  1976,   n°  46   -  pp  53-71. 

UNION  DES  CAISSES  NATIONALES  DE  SECURITE  SOCIALE 

Nomenclature  générale  des  actes  professionnels  des  médecins,   chirurgiens  dentistes, 
sages-femmes  et  auxiliaires  médicaux  -  Paris,    U.C.A.N.S.S. ,   1979  -  pag.mul. 


fj  / 


LIST     OF     TABLES     AND  GRAPHES 


-  LIST  OF  TABLES  - 


Page  n° 


1.1.  Personal  in  the  health-care  professions  -  Density  per 

100  000  inhabitants  et     january  1st,    1980    5 

1.2.  Hospital  facilities  -  Number  of  beds  per  1  000  inhabitants 

at  january  1st,   1980    6 

1.3.  Health-Insurance  contribution  rates  in  force  in  1981  (General 

Fund)    7 

1.4.  Copayment  rates  for  acts  performed  in  the  private  ambulatory 
sector    12 

1.5.  Total  Personal  Health  Expenditure  -  Breadown  at  current  prices  13 

1.6.  Average  consumption  per  person  protected  in  1980  -  General 

Fund  Health  Insurance  -  Trends   from  1970  to  1980    15 

1.7.  Number  of  admissions,   days  and  average  length  of  stay  in  public 

and  private  general  hospitals    16 

11. 1.  Number  of  doctors  in  France,    1980   (january  1st,    1980)    21 

11. 2.  Number  of  doctors  from  1970  to  1980  and  projections  for  the 

year  2000    22 

11. 3.  Agreed  tariffs   ("tarifs  conventionnés")    (annual  means)    34 

11. 4.  Indices  of  the  evolution  of  aggregate  prices   for  general  prac- 
titioners,  specialists  and  all  doctors    36 

111.1.  Time  spent  on  each  act  by  general  practitioners,  on  week  days..  42 

111. 2.  Number  of  and  time  involved  in  specialist  consultations,  inclu- 
ding certificates   (results  of  a  1967-68  survey)    44 

111. 3.  Private  "médecins  conventionnés"  annual  production  in  number  of 
acts  per  doctor,    1962-1979    46 

111. 4.  Number  of  acts  produced  per  doctor  -  Comparison  between  general 
practitioners  and  specialists   1962-1979    47 


( 


( 


I.J 


Page  n° 

111. 5.  Private  "médecins  conventionnés"  production  structure  in 

number  of  acts  per  doctor  -   1962-1979    48 

111. 6.  Services  by  private  "médecins  conventionnés"  Mean  annuel  rate 
of  increase  in  production,   in  numbers  of  acts  and  volume  per 
"médecin  conventionné"   1970-1979    49 

111. 7.  Structure  of  prescription  activity  by  private  doctors 
(sickness/maternity)    53 

111. 8.  Table  of  medical  decisions  taken  according  to  the  doctor's 
qualifications  distribution  expressed  in  percentages   1975   ...  54 

111. 9.  "Médecins  conventionnés"  turnover,  professional  expenses, 
and  pre-tax  income  for  private  activity  and  salaried  activity 

1979    56 

111. 10.  Net  pre-tax  income  of  private  doctors  and  certain  other 
occupations   1979    59 

III.  1 1 .  Average  net  pre-tax  income  for  private  activity   1970-1979   ...  60 

III.  12.  Average  net  pre-tax  income  for  private  activity  -  Comparison 

with  the  net  salaries  of  certai  n  occupations    61 

A.  l.   Ratio  of  agreed  tariffs  for  the  various  key-letters  and  G.P. 

consultations    77 

B.  l.   Number  of  doctors  in  public  hospitals    79 

B.2.   Characteristics  of  private  doctors   1977  -  sex,   age,   and  place 

of  exercise    80 

B.3.   Density  indices  according  to  the  size  of  the  urban  unit    80 

B.4.   Breakdown  of  numbers  ty  specialty   (private  doctors,    1977)    ...  81 


( 


c 


i 


-  LIST    OF    GRAPHES  - 


Page  n° 

1.1.   Financing  of  medical  activities  in  1978    14 

II. 1.  Evolution  of  aggregate  prices  for  general  practitioners,  specia- 
list and  all  doctors  -  nominal  prices  and  prices  relative  to  the 
general  price  index    3  7 


I 

3  SDT5  □001HTD7  fl 

( 


CMS  LIBRARY 


